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GREAT many years ago I first read Osler’s 

essay, “Doctor and Nurse,” in Aequanimitas, 
and as a result reread a quotation from Stevenson’s 
“Preface to Underwoods.” I have always found 
this worth remembering. Here, you will recali, 
Stevenson says: 


There are men and classes of men that stand above 
the common herd: the soldier, the sailor, and the shep- 
herd not infrequently; the artist rarely; rarelier still, 
the clergyman; the physician almost as a rule. He is 
the flower (such as it is) of our civilization, and when 
that stage of man is done with, and only to be mar- 
veled at in history, he will be thought to have shared 
as little as any in the defects of the period, and most 
notably exhibited the virtues of the race. Generosity 
he has, such as is possible to those who practise an 
art, never to those who drive a trade; discretion, test- 
ed by a hundred secrets; tact, tried in a thousand 
embarrassments; and what are more important, 
Heraclean cheerfulness and courage. So that he brings 
air and cheer into the sickroom, and often enough, 
though not so often as he wishes, brings healing. 


The attributes that make the doctor stand above 
the common herd by virtue of character, that 
lead him continually to practice medicine as an 
art rather than as a trade, that enable him to bring 
_ cheerfulness and courage as well as healing into 
the sickroom, are not necessarily congenital at- 
tributes; they are in part characteristics to be ac- 
quired. How to stimulate the development of 
these invaluable gifts is the subject of my discus- 
sion this afternoon. 

There is in the library of the Harvard Medical 
School an interesting old book with which you 
should all be familiar. It is entitled Medical 
Ethics; Or a code of institutions and precepts 
adapted to the professional conduct of physicians 
and surgeons. It was written by Dr. Thomas Per- 
cival and published in 1803. On the first page of 
this copy is pasted a little note in the handwriting 
of Dr. Harvey Cushing: 


A George W. Gay Lecture on Medical Ethics, presented at the Harvard 
Medical School, March 15, 1938. 

*Wade Professor of Medicine, Boston University; director, Evans Memorial 
for Clinical Research and Preventive Medicine. 


This is the first authorized edition, in original 
boards. It was first printed (?), however, in 1794 
for circulation among his friends — Erasmus Darwin, 
Wm. Withering and Wm. Heberden — for criticism. 

The delay in publication was due to the death of 
the son for whom it was intended. The C. F. Percival 
of the dedication was a second son. 

The basis of the Code of Ethics of the American 
Medical Assoc’n. 


What I propose to do is to comment on certain 
of the precepts which are laid down in this vol- 
ume. They were carefully thought out, and now 
are well aged so that they have a full-bodied, 
pleasant flavor like that of old Madeira. More- 
over, in my attempt to deliver a George W. Gay 
Lecture on Medical Ethics, I need the feeling of 
moral support engendered by pretending that there 
are in my audience, spurring me on and backing 
me up, such notable authorities on the art of prac- 
tice as Erasmus Darwin, and Withering, and 
Heberden, and that Thomas Percival himself is 
nodding his head approvingly at what I say with 
the knowledge that though the fashions of medi- 
cine may change with the times, the essential laws 
of medical ethics are constant. They are part of 
the ritual of our profession. 


You must imagine that Dr. Percival is doing 
most of the talking. He is trying to describe for 
your benefit, when you leave the medical school 
and begin hospital work or private practice, a few 
of the rules of the game. 

At the outset, when you become hospital physi- 
cians and surgeons you should minister to the 
sick “with due impressions of the importance of 
your office; reflecting that the ease, the health and 
the lives of those committed to your charge depend 
on your skill, attention and fidelity. You should 
study also, in your department, so as to unite 
tenderness with steadiness, and condescension with 
authority, as to inspire the minds of your patients 
with gratitude, respect and confidence.” 

In these days medical students are well trained 
in diagnosis; but it is worth remembering that 


i 
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diagnosis, after all, is merely a nomenclative con- 
venience. What the patient wants is to get well, 
and it makes little difference to him whether he 
has what we doctors choose to label “coronary 
thrombosis” or something with a more formidable 
name like “relapsing febrile nonsuppurative pan- 
niculitis.” The patient knows that he is uncom- 
fortable; he is apt to be worried; he wants to be 
straightened out quickly by a doctor whom he 
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likes, who can think and talk as he does, who 
can sense, without being told, mental as well as 
physical pain, and who, above all, knows his job. 
Never be ashamed, therefore, in dealing with pa- 
tients to unite “tenderness with steadiness,” and 
“condescension with authority.” That is the way 
in which most people like to be approached. 
“The feelings and emotions of the patient, under 
critical circumstances, require to be known and 
to be attended to, no less than the symptoms of 
their diseases. Thus, extreme timidity with respect 
to venesection contraindicates its use in certain 
cases and constitutions. Even the prejudices of the 
sick are not to be condemned or opposed with 
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harshness. For though silenced by authority, they 
will operate secretly and forcibly on the mind, 
creating fear, anxiety and watchfulness.” 
I can recall, from time to time, hearing lengthy 
discussions as to whether it is possible for a pa- 
tient to be frightened to death. The general im- 
pression is that such a possibility exists. Timidity: 
and prejudice, too, can operate secretly and forci- 
bly on the mind, thereby creating anxiety and 
suspicion. Whenever you take a history or ex- 
amine a patient try to get inside his mind and 
look outward on his disease from his own view- 
point; then decide what is best to be done for his 
health from your professional knowledge. 
“As misapprehension may magnify real evils, or 
create imaginary ones, no discussion concerning 
the nature of the case should be entered into before 
the patients, either with the house surgeon, the 
pupils of the hospitals or any medical visitor.” As 
future house officers I urge you to write this sen- 
tence down and carry it in the front of your 
minds. I have made ward rounds in a number 
of hospitals scattered over the country. Wherever 
I go, I am apt to feel uncomfortable. For some 
patient will be “shown” to a group of doctors or 
students. Almost always he is sick either with 
some interesting malady of evil omen or with 
some bizarre physical peculiarity of which he is 
abundantly self-conscious. His case is “presented;”” 
his inmost secrets are laid bare; his antecedents, 
his morals, his success or failure in life, all the 
skeletons that he has hidden away in the cupboard 
of his mind, are opened. He dreads the words | 
syphilis, tuberculosis and cancer and he knows 
what they mean; yet these terms are often freely 
used in the description of his case. If he has a 
tumor of potential operability, this is felt by many 
different hands, and finally there may be a general 
discussion, utterly impersonal, to be sure, but 
which he interprets as meaning that he has some- 
thing that cannot be cured. Else, why all the in- — 
terest in his case when the man in the next bed is 
let alone? 

I believe in ward rounds and clinics because 
they are of great educational value. They should 
be conducted in a dignified manner and so as to 
leave the patient with the impression that he has 
received the benefit of a serious consultation. This 
can be done. Never forget that in presenting a 
case to your chief nothing should be implied or 
said that will cause misapprehension to the patient, 
that will hurt his feelings, or that will destroy his 
confidence and hope. 

“In the large wards of an infirmary the patients 
should be interrogated concerning their complaints, 
in a tone of voice which cannot be overheard. 
Secrecy, also, when required by peculiar circum- 
stances, should be strictly observed, and females 
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should always be treated with the most scrupulous 
delicacy.” Everyone properly lays great stress on 
the history. There are certain questions to be 
asked as a matter of form. But the essentials of 
the history can never be reduced to any formula. 
The questions from which one evaluates “the feel- 
ings and emotions of the patient under critical 
circumstances” and by which one unravels the 
tangled skein of events leading up to the present 
illness had better be asked in privacy. The open 
ward is a friendly, gossipy place, and the patients 
all become interested in one another. They like to 
“fisten in.” 

It is embarrassing for even the most callous 
person to announce to a ward full of neighbors 
that he acquired a chancre at the age of twenty- 
five, or that he is in the habit of drinking a pint of 
whiskey each day. Moreover, in the management 
of chronic disease, by and large, the basic patho- 
logic changes are not amenable to change. On the 
other hand, symptoms of functional origin are al- 
most always present and can often be done away 
with. These most frequently are due to fear or 
worry in some form, and no self-respecting person 
will admit to fear or worry before an audience. 
This sort of information, so vastly important for 
the patient to deliver and so essential to his im- 
provement, cannot be obtained except as a privi- 
leged, private communication. Therefor respect 
the patient’s desire for privacy. 

“Whenever cases occur, attended with circum- 
stances not heretofore observed, or in which the 
ordinary modes of practice have been attempted 
without success, it is for the public good that 
new remedies and new methods of treatment 
should be devised. To advance professional im- 
provement, a friendly and unreserved intercourse 
should subsist between the gentlemen of the fac- 
ulty, with a free communication of whatever is 
extraordinary or interesting in the course of their 
hospital practice.” 

I often have wondered what are the basic rea- 
sons which make the practice of medicine so al- 
luring. One reason, I believe, is that medicine is 
a profession and not a trade; and another is that 
the medical man so constantly finds himself faced 
with new problems. One feels a moral obligation 
for the public good to attempt continually to de- 
vise new remedies and new methods of treatment 
for old diseases. This is clinical research. If you 
feel as I do about this phase of medical practice, 
not only must you learn to think independently 
and critically but also you must learn to write and 
speak intelligibly. For you are obligated to ad- 
vance medical knowledge as best you can, and this 
is accomplished by the careful collection of experi- 
ence, on the one hand, and by the equally careful 
recording of what you have observed, on the 
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other. Take every chance that comes of speaking 
in public until you overcome stage fright. Learn to 
write and speak good English. Remember that 
you are an artist with creative ability and never 
one of those “who drive a trade.” Keep working 
all your life on problems that interest you, and 
never allow your originality to be wrecked by the 
extreme business that comes with success. 

“The strictest temperance should be deemed in- 
cumbent on the faculty; as the practice both of 
physic and surgery at all times requires the exer- 
cise of a clear and vigorous understanding; and 
on emergencies, for which no professional man 
should be unprepared, a steady hand, an acute 
eye, and an unclouded head, may be essential to 
the well being, and even to the life, of a fellow 
creature.” In earlier days, it seems, there still were 
doctors, drunk, whose opinion was considered 
more valuable than that of other doctors, sober. 
But those days are gone. Nobody now has any 
respect for the doctor who drinks; occasionally 
tragic examples have occurred in which brilliant 
men succumbed to drink or drugs; their careers 
have usually been unhappy. The easiest way to 
remain untempted is to keep away from tempta- 
tion as best you can. 

“A physician should not be forward to make 
gloomy prognostications; because they savor of 
empiricism, by magnifying the importance of his 
services in the treatment or cure of the disease. 
But he should not fail, on proper occasions, to 
give to the friends of the patient timely notice of 
danger, when it really occurs, and even to the pa- 
tient himself, if absolutely necessary.” In other 
words, in dealing with patients and their families 
be as honest as you can. Tell the truth as you 
see it; do not minimize the potential gravity of a 
given situation, but on the other hand do not 
overemphasize the possible seriousness of illness. 
Never be afraid to say, “I do not know,” for your 
patients will always appreciate directness and will 
not put up with subterfuge. 

Remember, too, that “consultations should be 
promoted, in difficult or protracted cases, as they 
give rise to confidence, energy and more enlarged 
views in practice. On such occasions no rivalry 
or jealousy should be indulged.” For your con- 
sultant pick out the best opinion you know, tell 
the patient or his family that you feel the need 
of consultation and that Dr. So-and-So is the 
man whose advice you most value. Arrange with 
him to meet you. “Punctuality should be observed 
in the visits of the faculty, when they are to hold 
consultation together. But as this may not always 
be practicable, the physician or surgeon who first 
arrives at the place of appointment should wait five 
minutes for his associate, before his introduction 
to the patient. No statement or discussion of the 
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case should take place before the patient or his 
friends, except in the presence of each of the at- 
tending gentlemen of the faculty, and by common 
consent: and no prognostications should be deliv- 
ered which are not the result of previous delibera- 
tion and concurrence.” 


Remember after the consultation is ended that 
“no decision should restrain the acting practitioner 
from making such variations in the mode of treat- 
ment as further contingencies may require, or a 
further insight into the nature of the disorder 
‘may show to be expedient.” In other words, use 
your consultant for his diagnostic and prognostic 
acumen more than for any other purpose, and 
feel free to carry out your own ideas of treatment 
if they are not in accord with his. This is im- 
portant because at times the practitioner may be 
left in the air by his consultant. The patient 
and his family must by necessity continue under 
the care of their doctor, and must not be allowed 
to feel that if Dr. So-and-So had been able to take 
care of the situation instead of seeing the patient 
just once the outcome would have been different. 
Lack of confidence is a grave handicap to any 
sick person. 

“Visits to the sick should not be unseasonably 
repeated; because, when too frequent, they tend 
to diminish the authority of the physician, to pro- 
duce instability in his practice, and to give rise 
to such occasional indulgences as are subversive 
of all medical regimen.” This is a nice point. 
Your patients will never forgive you if you are 
casual and appear careless in their treatment; on 
the other hand, they object to the size of vour 
bill if they think your visits have been unreason- 
ably repeated. Therefore use good judgment; see 
your patients onty as often as is necessary for the 
best supervision of their illness. In case of need, 
spare no efforts. On the other hand, do not fall 
into the habit of calling on your patients for no 
other reason than because to do so is a pleasant 
social event. 

Some general rule should be adopted by each 
of you, when you get into practice, relative to the 
‘pecuniary acknowledgments of your patients. I 
have been brought up to believe with Dr. Percival 
that “all members of the profession, physicians as 
well as surgeons, together with their wives and 
children, should be attended gratuitously by any 
one or more of the faculty residing near them 
whose assistance may be required. But visits should 
not be obtruded officiously, zs such unasked civility 
may give rise to embarrassment, or interfere with 
that choice on which confidence depends.” Also 
I have been taught to treat gratuitously nurses, 
clergymen and Sisters of Charity, and certainly 
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doctors’ widows and destitute children; never to 
overcharge anyone and always to use “professional 
liberality” with “military or naval subaltern off- 
cers, in narrow circumstances,” including in the 
list, policemen, firemen and other public servants. 
On the other hand, if the circumstances of such 
a patient be affluent, “a pecuniary acknowledgment 
should not be declined. For no obligation ought 
to be imposed which the party would rather com- 
pensate than contract.” In the matter of the clergy, 
“such as are qualified, either from their stipends 
or fortunes, to make a reasonable remuneration for 
medical attendance are not more privileged than 
any other order of patients.” 


As time goes on, you will find that you can 
measure your success by the number of doctors who 
seek your medical advice or send their families to 
you. Regardless of their wishes, never send them 
a bill, although “distant members of the faculty, 
when they request attendance, should be expected 
to defray the charges of traveling.” Be thorough 
with doctors and their families and take the same 
history and make the same physical examination 
and the same laboratory studies as you would for 
any other patient. You will find that doctors, par- 
ticularly, are likely to be a little casual about mat- 
ters pertaining to health. Be firm with them. Re- 
member that “under such delicate circumstances, a 
conscientious physician will not lightly sacrifice his 
judgment, but will urge, with proper confidence, 
the measures he deems to be expedient.” You 
can get doctors to follow these measures and often- 
times thereby can be truly useful. Be proud of 
each new doctor or member of a doctor’s family 
that consults you. For each one represents a new 
landmark of professional achievement —a_land- 
mark which money cannot measure. 

Sometimes you will find yourself in the awk- 
ward predicament of being “called to a patient 
who has been before under the care of another 
gentleman of the faculty.” If possible have an 
interview with him, or at least write him, and 
tell him candidly how you happened to be called 
in. “His practice, also, should be treated with 
candor, and justified, so far as probity and truth 
will permit. For the want of success in the pri- 
mary treatment of a case is no impeachment of pro- 
fessional skill or knowledge; and it often serves 
to throw light on the nature of a disease, and to 
suggest to the subsequent practitioner more appro- 
priate means of relief.” Whenever you are called 
to a patient with operative scars — particularly 
abdominal scars—take the trouble to write the 
surgeon who performed the operation and find out 
what was done. Often you will thus obtain 
vitally important information which you might 
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otherwise overlook; the surgeon’s hand in the 
abdomen can feel more than you can detect by 
your physical and laboratory examinations. The 
pathologist, also, who has had a chance to study 
specimens surgically removed may often be of great 
help in obscure maladies. In these days when 
biopsies are so often performed it is astonishing 
how frequently one encounters patients who mi- 
grate from doctor to doctor undiagnosed until 
at last someone takes the trouble to dig up the 
fact that, let us say, the operation on the breast 
ten years ago thought by the patient “to be of 
no importance” in reality revealed the presence of 
cancer as proved by pathological study. Make use 
of all the information you can obtain. Always 
be thorough and painstaking. 


“Officious interference, in a case under the 
charge of another, should be carefully avoided. No 
meddling inquiries should be made concerning the 
patient, no unnecessary hints given relative to the 
nature or treatment of his disorder, nor any selfish 
conduct pursued that may directly or indirectly 
tend to diminish the trust reposed in the physi- 
cian or surgeon employed.” It seems almost un- 
necessary to say this, and yet a surprising amount 
of officious interference can develop innocently 
which will diminish the trust that a patient has 
in his or her physician, and this never does good. 
A lady will be sitting next you at dinner and by 
way of conversation will ask you what you think 
of Dr. So-and-So. Unguardedly you will tell her. 
And you will find out later that Dr. So-and-So is 
her best friend’s physician and that you have 
stirred up a hornet’s nest. Or a man you have 
known all your life will ask you at the club 
whether Dr. Blank is any good. You do not 
happen to think highly of this doctor’s skill and 
admit it. Again you have been guilty of officious 
interference and may have caused a great deal of 
harm. Sir William Osler always was scrupulously 
careful never to say a bad word about any doctor. 
I think his example should be followed by all of us. 

Remember the importance of necropsies. “At 
the close of every interesting and important case, 
especially when it hath terminated fatally, a phy- 
sician should trace back, in calm reflection, all the 
steps which he had taken in the treatment of it. 
This review of the origin, progress and conclusion 
of the malady, of the whole curative plan pursued 
and of the particular operation of the several reme- 
dies employed will furnish the most authentic docu- 
ments on which individual experience can be 
formed. Let no self-deception be permitted in the 
retrospect; and if errors, either of omission or com- 
mission, are discovered, it behooves that they 
should be brought fairly and fully to the mental 
view.” 
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The pathologist is the only one who can assem- 
ble such a review for you. For the good of your 
souls, therefore, continue your interest in clinico- 
pathological correlation. Try and live up to what 
Dr. Maurice Richardson taught my classmates and 
me. One day he came to a surgical clinic in the 
Out Patient Amphitheater at the Massachusetts 
General Hospital. He was distraught and tired. 
He said: “Gentlemen, I have just witnessed a 
surgical tragedy. I can only say in view of the 
postmortem findings that if 1 were faced with the 


Thomas Percival 
1740-1804 


same problem over again, I should handle the sit- 
uation in precisely the same manner.” I have 
often recalled those words. For if at the end of a 
lost case you can look yourself in the face and 
honestly repeat them in the light of the necropsy, 
findings, you can acquire a certain degree of mental 
comfort which otherwise will always be lacking. 
You have got to be honest with yourself in the 
practice of medicine, seeking for the truth and con- 
tinuously trying to learn more of disease in order 
that you may combat it more intelligently. 

You are entering a profession that is changing, 
and as changes occur so will ideas. There must 
always be what Dr. Roger Lee so aptly terms 
“Rights” and “Lefts” in the ranks. “As diversity 
of opinion and opposition of interest may in the 
medical as in other professions sometimes occasion 
controversy, and even contention whenever such 
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cases unfortunately occur, and cannot be immedi- 
ately terminated, they should be referred to the 
arbitration of a sufficient number of physicians or 
of surgeons, according to the nature of the dispute; 
or to the two orders collectively, if belonging both 
to medicine and surgery. But neither the subject- 
matter of such references, nor the adjudication, 
should be communicated to the public, as they 
may be personally injurious to the individuals con- 
cerned, and can hardly fail to hurt the general 
credit of the faculty.” I believe this statement is 
true. If you interpret it as I do, you must take 
an active interest as soon as you can in your local, 
county and state societies, and in the American 
Medical Association. Whether you happen to be a 
“Right” or a “Left,” express your views to doctors 
at medical gatherings as forcibly as you can, be 
guided by majority opinion in the settlement of 
controversial matters, and do not injure the general 
respectability of the profession by public communi- 
cations of any sort which easily can be miscon- 
strued. 

All these simple rules about medical ethics so 
carefully set down by Dr. Percival more than a 
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hundred years ago were summarized centuries be- 
fore that in the Golden Rule and the Lord’s 
Prayer: “All things whatsoever ye would that men 
should do to you, do ye even so to them. Pray to 
be led not into temptation, to be delivered from 
evil.” Yet Dr. Percival, I think, would wish to 
ring down the curtain on his remarks a little 
more formally. 

In closing he would say —and I leave you with 
these final words: The relations in which a physi- 
cian stands to his patients, to his brethren and to 
the public are complicated and multifarious, involv- 
ing much knowledge of human nature and exces- 
sive moral duties.. The academic advantages which 
you gentlemen have enjoyed in your several uni- 
versities, and those you now possess in the Har- 
vard Medical School, will qualify you, I trust, to 
an ample and honorable sphere of action. I de- 
voutly pray that the blessing of God may attend 
all your pursuits, rendering them at once sub- 
servient to your own felicity and to the good 
of your fellow creatures. 


78 East Concord Street. 


INTRAVENOUS PARALDEHYDE NARCOSIS FOR 
PNEUMOENCEPHALOGRAPHY 


Leon J. Rosrnson, M.D.* 


PALMER, MASSACHUSETTS 


NEUMOENCEPHALOGRAPHY — the re- 
placement of cerebrospinal fluid by air and 
subsequent roentgenography of the cranium — is 
often an important diagnostic aid in neurology. 
The procedure is distressing to the patient and 
often calls for deep narcosis to allay discomfort 
and minimize reactions. Without anesthesia, the 
patient experiences severe headache by the time 
30 or 40 cc. of air is injected, and this becomes 
excruciating as more air is added. The pulse de- 
creases to 60, 50 or even less and becomes weaker. 
With this there often occur profuse perspiration, 
projectile vomiting and a drop in blood pressure 
even to shock levels, and at times collapse super- 
venes. As the amount of air necessary for ade- 
quate visualization varies from 50 to 200 cc., the 
injection requires fifteen to forty-five minutes. 
The pain during this long period is not only 
distressing to the patient but enhances the pos- 
sibility of collapse and interferes with an even in- 
jection of the air. Threatened or actual collapse 
also prevents the completion of the procedure. 
While ether supplies satisfactory anesthesia, it pro- 
From Monson State Hospital, Palmer, Massachusetts. 


*Assistant physician, Monson State Hospital. 


duces an undesirable marked rise in intracranial 
pressure, which contraindicates its use in patients. 
in whom the pressure is already elevated as a 
result of disease.’ Furthermore, this rise may 
prevent the filling of the ventricles with air.’ 
Nitrous oxide also is unsatisfactory, because, as 
pointed out by Waggoner and Himler,’ it increases 
tremendously the blood and spinal-fluid pressures. 

In order to obviate the disadvantage of volatile 
anesthetics, Solomon and Epstein’ in 1932 intro- 
duced the use of sodium pentobarbital (Nembutal). 
This they administered intravenously (0.3 to 0.5 
gm. in 10 to 15 cc. of distilled water), producing 
anesthesia in from ten to twenty minutes. They 
also used Amytal or Avertin with satisfactory re- 
sults. Davidoff and Dyke? produced analgesia 
by giving 3 gr. of Amytal orally and 1/6 to 1/4 gr. 
of morphine hypodermically. In their extensive 
series of 4000 encephalograms, whatever symptoms 
developed were successfully combated by inhala- 
tions of aromatic spirits of ammonia or the intra- 
muscular administration of caffeine sodium ben- 
zoate. The former was used for a feeling of faint- 
ness, and the latter in case of a sharp decrease in 
blood pressure with slowing of the pulse. 
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Von Storch* recommended 1/8 to 1/6 gr. of 
morphine, followed by 0.3 to 0.5 gm. of sodium 
pentobarbital given intravenously. Many other 
barbiturates have been successfully used. However, 
von Storch calls attention to the important fact 
that patients habitually using these or related com- 
pounds are refractory to the narcotic effect of Aver- 
tin, Amytal, Nembutal and similar barbiturates. 
Thus, epileptic patients who have received regu- 
lar barbiturate therapy cannot be satisfactorily nar- 
cotized with these drugs. For this group of pa- 
tients, von Storch administers 1/120 gr. of scopol- 
amine hydrobromide subcutaneously two hours 
previous to pneumoencephalography, followed by 
1/8 to 1/6 gr. of morphine sulfate intramuscularly 
twenty to thirty minutes before the air injection. 


The problem of a suitable narcotic other than a 
barbiturate presented itself in the course of per- 
forming pneumoencephalographies upon patients 
with epilepsy who had habitually received pheno- 
barbital therapy. The disadvantages of ether and 
nitrous oxide are as presented above. Furthermore, 
administration of nitrous oxide often induces sei- 
zures in epileptics because of the accompanying an- 
oxemia. While morphine and scopolamine are 
suitable, scopolamine occasionally causes delirium 
instead of sedation. Paraldehyde narcosis was 
therefore tried in patients habituated to the bar- 
biturates. The results were so encouraging that it 
has since been used even in patients not so habit- 
uated. Although paraldehyde has previously been 
used for its anesthetic properties, no previous re- 
ports of its use for encephalography have been 
found in the literature. 

-Paraldehyde (CeéH120c6) is a polymer of acetal- 
dehyde. It is colorless, soluble in water and misci- 
ble in many oils. It is quite volatile, has a charac- 
teristic pungent taste and odor, and resembles al- 
cohol in its effect, although it is a much more 
potent narcotic and rarely induces any symptoms 
of excitement. Paraldehyde is excreted mainly by 
the lungs and also by the kidneys. In therapeutic 
amounts it does not depress the heart or respira- 
tion. It has a large margin of safety. On the basis 
of animal experimentation Beauchemin and his 
colleagues’ calculated the lethal dose for a 150- 
lb. man to be 120 cc. if given orally, 40 to 60 
cc. if given intravenously. Bastedo® states that 
recovery has occurred from 100 cc. given in divided 
doses to an alcoholic. Brown’ has attributed a 
twenty-four hour period of unconsciousness to 25 cc. 
given rectally, although it is to be noted that the 
patient had also received ethyl chloride and ether 
anesthesia. 

In 1932 Rosenfield and Davidoff* first used 
paraldehyde (25 to 35 cc.) rectally to produce ob- 
stetric analgesia. Complete amnesia for the period 
of labor was obtained in all but 3 of their patients, 
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the latter having had partial amnesia. Less nitrous 
oxide and oxygen was required when the head was 
on the perineum. The babies’ breath smelled of 
paraldehyde for twenty-four or forty-eight hours 
after delivery. Since this report there have been 
several others on the use of paraldehyde in the 
production of satisfactory obstetric analgesia. 


Paraldehyde has also been used parenterally to 
produce hypnosis or anesthesia. Noel and Souttar® 
in 1912 first used paraldehyde intravenously (15 cc. 
of paraldehyde and 15 cc. of ether in 1 per cent 
cold saline solution). Atkey'® in 1913 utilized 
Noel and Souttar’s method daily for one week in 
a patient with tetanus. A few seconds after the 
medication anesthesia occurred, followed by hypno- 
sis and muscular relaxation. The latter persisted 
throughout the day, making possible the ingestion 
of fluids. The patient recovered. 


Since that time there have appeared additional 
reports on the use of paraldehyde by either the in- 
travenous or the intramuscular route, among them 
those of Johnson,'' Thédorescu and Timus,!* 
Nitzescu and Timus,’* Nitzescu and Iacobovici'* 
and Beauchemin, Springer and Elliott. The last- 
named recommend 0.2 cc. of paraldehyde for every 
kilogram of body weight, and have given 5 to 19 ce. 
intravenously. Following the injection, anesthesia 
has been reported to set in within forty seconds? 
to ninety seconds.’® The duration of anesthesia is 
said to vary from one and one-half to twenty-one 
minutes.” 

Beauchemin and his colleagues’ believe that 
there are few conditions which contraindicate the 
use of paraldehyde, and have even used it for pa- 
tients with pulmonary tuberculosis, colds, cardio- 
renal disease, arteriosclerosis, hypertension, diabetes, 
obesity, senility and debility. 

Because paraldehyde is sterile it can be injected 
without previous preparation and is used undi- 
luted intramuscularly. When used intravenously 
it may be undiluted, in which case it should be in- 
jected rapidly (2.0 cc. per second) to prevent ex- 
citement and coughing;° or it may be diluted in 
glucose’ or in 1 per cent cold saline solution.’ 

From 1922 to 1926 Caldwell’ used paraldehyde 
intravenously to produce narcosis in 47 patients 
with eclampsia. He gave 1 to 3 cc., which caused 
immediate relaxation and a sleep of one to one and 
a half hours. 

In our use of paraldehyde hypnosis for pneumo- 
encephalography the following procedure was 
adopted. Breakfast was withheld the morning of 
the pneumoencephalography. Sufficient paralde- 
hyde was injected intravenously to produce deep 
narcosis. One tenth of a cubic centimeter of paral- 
dehyde was given intravenously for each pound of 
body weight, so that a 100-lb. individual received 
10 cc. of paraldchyde. However, patients weigh- 
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ing more than 100 lb. were not given more 
than 10 cc., unless this amount failed to pro- 
duce the desired hypnosis. To date we have 
not had occasion to use more than 14 cc. of paralde- 
hyde intravenously. Children received propor- 
tional amounts. Apprehensive or resistive patients 
are apt to require dosages in excess of the calcu- 
lated amount, as are chronic alcoholics, and in 
some instances the total amount used was nearly 
0.2 cc. per pound of body weight. 


The antecubital vein was used when possible. 
In infants, the paraldehyde was injected into the 
external jugular vein. Immediately after the in- 
jection was begun, the paraldehyde was excreted 
through the respiratory system and caused pharyn- 
geal irritation and coughing. The patient could 
smell and taste the drug and the observer could 
recognize its odor on the breath. As a rule, the 
patient was mildly and momentarily excited be- 
cause of the sensation of “choking” due to the 
rapid high concentration of paraldehyde in the ex- 
pired air. In two to five seconds the patient 
drowsed, only to be momentarily aroused by 
pharyngeal irritation as additional paraldehyde was 
injected. In the course of thirty seconds marked 
somnolence developed, and in from forty to one 
hundred seconds there occurred a short period of 
anesthesia lasting one to five minutes. Although 
the anesthesia was quite brief, the deep narcosis 
which succeeded it was satisfactory for pneumo- 
encephalography. 

During the procedure of air injection into the 
subarachnoid space the patients were free of the 
extreme pain caused by the introduction of air. A 
few were unaware of the entire operation. The 
majority experienced some degree of headache, 
but this was not marked and was well tolerated. 
Rarely there was some nausea, but there has not 
occurred to date any vomiting, excessive perspira- 
tion or near collapse such as may accompany pneu- 
moencephalography. If analgesia was insufficient, 
1/8 gr. of morphine sulfate was given subcutane- 
ously in addition to the paraldehyde. During 
paraldehyde hypnosis the patients retained a re- 
markable degree of muscle tone, so that there was 
no sagging of the body, and they were easily sup- 
ported in the sitting position by one assistant. 

Following the injection of air, roentgenograms 
of the head were made, with patients first in the 
vertical and then in the horizontal position. When 
the last plate was made the patients were placed 
in bed and remained in a deep sleep for two to 
eight hours. On awaking they recalled nothing 
of the pneumoencephalography. They did not 
perceive the odor of paraldehyde, which persisted 
on the breath for as long as twenty-four hours. In 
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each of our 26 cases recovery from the pneumo- 
encephalography procedure was uneventful. 

Beauchemin and his colleagues’ observed that 
anesthesia produced by intravenous paraldehyde 
lowered spinal-fluid pressure. This seemed to be 
borne out in our series, the pressure varying be- 
tween 40 and 100 mm. of water with the patient 
in the horizontal position. 

We noted the presence of paraldehyde in the 
spinal fluid following its administration, regard- 
less of whether the, route used was intravenous, 
intramuscular, rectal or oral. It was identified both 
by its odor and by the official qualitative test for 
its detection.’* ‘This consists in heating a small 
amount of spinal fluid to which a little dilute 
sulfuric acid has been added; the latter converts 
paraldehyde into acetaldehyde, which is recogniza- 
ble by its odor. 

In view of the rise in blood sugar which has 
been observed to follow both intravenous paralde- 
hyde anesthesia and pneumoencephalography,’® 
it is well to determine whether severe diabetes mel- 
litus is present prior to pneumoencephalography 
under intravenous paraldehyde. 


SUMMARY 


The intravenous administraton of paraldehyde 
to produce narcosis for pneumoencephalography is 


described. 

Paraldehyde narcosis is recommended to mini- 
mize the discomfort of pneumoencephalography in 
patients, such as those with epilepsy, whose habitual 
use of the barbiturates renders them refractory to 
barbituric acid anesthetics. 


Since this article was submitted for publication there 
has appeared a report'* of a woman with idiosyncrasy 
to paraldehyde resulting in death. It was also mentioned 
that “she took ether poorly” and was sensitive to acetyl- 
salicylic acid, morphine and codeine which caused extreme 
nausea and depression. 
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OBSERVATIONS ON THE RELATION OF 
POISON IVY AND POISON OAK 


Josery B. Breperman, M.D.* 


CINCINNATI, OHIO 


| T IS generally believed among medical men 
that poison ivy (Rhus toxicodendron) and poi- 
son oak (Rhus vernix) are plants which have in 
common only the fact that they frequently cause 
dermatitis venenata. Andrews,’ when discussing 
plant poisons states: “Poison ivy, poison oak and 
poison sumac are popularly recognized as the 
[the italics are his] poisonous plants of America.” 
When speaking of poison oak Andrews remarks: 
“It is a member of the Rhus family and is a 
frequent cause of dermatitis similar to [the italics 
are mine] that produced by poison ivy.” He ex- 
presses an opinion that is widely held; namely, that 
poison ivy and poison oak are only similar to one 
another. In fact, Spain et al.’ tested two groups 
of patients in order to ascertain the percentages of 
individuals susceptible to poison ivy and to poison 
oak; they were practically the same, allowing for 
experimental error. 


Straus® tested 6 infants between eighteen and 
twenty months of age who had been previously 
sensitized to poison ivy and found 4 sensitive to 
both poison ivy and poison sumac. He concluded: 
“These results seem to indicate that there is a 
common principle in poison ivy and _ poison 
sumac. . . . In the injection treatment of der- 
matitis from ivy or sumac, an extract of one could 
be used in the treatment of either.” 

Blank and Coca‘ treated a group of patients ex- 
posed to poison ivy and poison sumac with injec- 
tions only of poison ivy, and their protection of an 
appreciable percentage of these patients against der- 
matitis venenata was such as to lead them to 
state that it seemed probable that the immunity to 
poison ivy extended also to poison sumac. 

The object of this paper is to present data dem- 
onstrating identical immunological properties of 
poison ivy and poison oak. 

Botanically, poison ivy differs from poison oak 
in the morphological structure of the leaf. The 
leaf of the latter has large indentations, which cause 
it to resemble the oak leaf — hence the derivation 
of its name. Both grow as woody vines, shrubs or 


*Clinician, Department of Allergy, Cincinnati College of Medicine. 


even trees. Although one finds plants with leaves 
shaped only in a manner characteristic of poison 
ivy or poison oak, it is not at all uncommon 
around Cincinnati to observe both types of leaves 
on the very same plant. However, in gathering 
the plants in order to make extracts for this work, 
care was taken to pick only those which appeared 
to be pure poison ivy and pure poison oak. 

The extracts were separately prepared, following 
the method recommended by Spain and Cooke.® 
Ten grams of the desiccated leaf was extracted in 
100 cc. of absolute alcohol at room temperature 
for seventy-two hours. This was filtered through 
paper, and the filtrate taken as the concentrated ex- 
tract. 


Thirty patients with a history of having had 
Rhus poisoning at least during the two preceding 
summers were chosen for experimentation. All 
these individuals gave positive patch tests with both 
poison ivy and poison oak extracts in dilutions of 
1:100. Thirteen of these patients were treated 
only with injections of poison-ivy extract, and 13 
only with injections of poison-oak extract. The re- 
maining 4 patients received no treatment and were 
used as controls. 


The schedule of the intramuscular injections was 
as follows: 


Dose 1. 0.1 cc. (1:1000 dilution) + 0.9 
cc. of physiological saline. 


Dose 2. 0.1 cc. (1:100 dilution) + 0.9 
cc. of physiological saline. 

Dose 3. 0.1 cc. (1:50 dilution) + 0.9 cc. 
of physiological saline. 

Dose 4. 0.1 cc. (1:20 dilution) + 0.9 cc. 
of physiological saline. 

Dose 5. 0.1 cc. (1:10 dilution) + 0.9 cc. 
of physiological saline. 

Dose 6. 0.1 cc. (1:5 dilution) + 0.9 cc. 
of physiological saline. 


The treatments were started in January and given 
once a week for the six doses. The injections were 
then continued once a month through October, the 
dose of 0.1 cc. of the 1:5 dilution being maintained. 
It will be noted that physiological saline was added 
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to each dilution of the alcoholic extract in order 
to lessen the pain of the injection. 

The results obtained in the three groups are 
given in Table 1. Of the 13 patients treated with 


Table 1. Summary of Results. 


PATIENTS TREATED 
witH Poison-Ivy 


PATIENTS TREATED 


wITtH Poison-Oak UNTREATED 


No ExTRACT Extract ConTROLS 
AGE SEX DERMATITIS AGE SEX DERMATITIS AGE SEX DERMATITIS 
yr. yr. yr 

12 F None 10 F Severe 10 Severe 

2 16 F None 16 F None 14 F Severe 

3 24 M ~~ Severe 0 F None F Moderate 

4 8 M_ None M ‘None 12 M Mild 

5 13 F None 12 M_ None 

6 10 F None 12 M_ None 

7 12. KF None F None 

8 9 F_ None F None 

9 14 None 13. None 

10 6 None 12 M_ None 

Mild 13 M_ None 

12 1 F None 18 EF None 

13 12. M Mild 10 F None 


poison-ivy extract, 1 developed severe symptoms 
and 2 mild symptoms of dermatitis venenata that 
summer. Of the 13 patients treated with poison- 
oak extract, 1 developed severe symptoms of der- 
matitis. Of the 4 patients receiving no treat- 
ment, 2 developed severe symptoms, 1 moderate 
symptoms and 1 mild symptoms of dermatitis. It 
will be noted that the distribution of sexes and 
ages in the comparative groups were approximate- 
ly the same. The immunological results in the 
two treated groups were practically the same, al- 
lowing for experimental error. Everyone of the 
untreated controls developed dermatitis venenata 
that summer as they had in preceding years. 

That every one of these patients had definite 


exposure to both poison ivy and poison oak was 
assured. The writer personally observed at least 
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one actual contact of all 30 patients with these 
plants. 

Considering the fact that all these patients had 
symptoms previous to treatment during at least two 
antecedent years and also that approximately 80 
per cent received complete protection from both 
poison ivy and poison oak although treated with 
only one or the other extract, we are safe in as- 
serting that poison-ivy or poison-oak extract pro- 
tects against the dermatitis caused by either plant. 
Furthermore, instead of referring to certain derma- 
titides as being due to poison ivy or poison oak, 
it seems logical to refer to both as a Rhus der- 


matitis. 


SUMMARY AND CONCLUSION 


Evidence is presented to show that the toxins of 
poison ivy and poison oak are each capable of 
eliciting the same response when in contact with 
the skin. Upon intramuscular injection each ex- 
tract is capable of protecting a large majority of 
sensitive individuals from dermatitis venenata 
caused by both poison ivy and by poison oak. 

When treating patients with the toxin of either 
poison ivy or poison oak the individual can be 
assured that, if the treatment is successful, he will 
be immunized against both plants. 

2010 Union Central Building. 
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AN AMBULATORY METHOD OF TREATING A FRACTURED PATELLA 
Hivsert F. Day, M.D.* 


BOSTON 


A FRACTURED patella often involves long 
hospitalization because of preoperative care, 
operation and postoperative immobilization. The 
following case suggests a method by which the 
period of disability may be shortened. 


Figure 1. The fresh fracture. 


CASE REPORT 


On February 14, 1936, I was consulted by a 63-year-old 
social worker who stated that she had tripped over a tele- 
phone cord while working in a hospital, falling in such a 
way that she struck directly on her left knee. She said 
that she had suffered some pain and that she could not 
use her leg normally. 

On examination, the left knee was somewhat tender 
but very little swollen, and a sulcus was easily felt in the 
middle of the patella, running transversely across it. The 
patient could not extend the leg. An x-ray film showed 
a transverse fracture of the patella. Because the fragments 
were of good size and the fracture was in the middle of 
the kneecap, exactly transverse, the case seemed an ideal 
one for Steinmann pin approximation. I told the patient 
of this new method, and obtained her permission to 
use it. 

The knee was carefully cleansed, scrubbed and _pre- 
pared for operation. Novocaine was injected on either side 
and an especially prepared light Steinmann pin of tempered 
wire, much heavier than Kirschner wire but not so stout 
as the usual Steinmann pin, was run through the upper 
fragment, and a similar pin was run through the lower 
fragment of the patella from side to side. These pins 
were parallel to each other and were passed from the 
skin on one side through the bone and out through the 
skin on the other side. As the patient was lying down 
with the leg extended, it was easy to hold each half of the 
patella so that the pin could be passed through the frag- 

Case reported at the Twenty-fifth Anniversary Celebration of the founding 
of the Peter Bent Brigham Hospital, May 6, 1938. 


*Clinical professor of surgery, Tufts College Medical School; former 
associate in surgery, Peter Bent Brigham Hospital, 1914-1933. 


ments. The pins were then twisted together in such a 
way as to approximate the fragments, and the ends of the 
pins were bound with adhesive plaster. A sterile dressing 


Figure 2. Light Steinmann pins in placg 


and bandage were applied. Immediately this was com- 
pleted, the patient could flex and extend the leg almost 
normally. A posterior or ham splint was next applied, 


Figure 3. End result. 


and the patient was advised to go to bed for a few days. 
Within a week she was moving about but complained of 
some pain on flexing the knee. During the week she had 
suffered some swelling, but not so much as I have often 
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seen in unsutured patellas awaiting operation. One week 
later, the patient reported that she had had hardly any 
pain in her knee for 2 days. She no longer had a posterior 
splint and was bending her knee a little more each day. 

On March 2, or 17 days after her injury, she was walk- 
ing and could bend her knee 15 to 20 degrees without pain. 
On March 17, the patient could bend it 60 to 75 degrees 
and straighten it out normally, and on March 21, five weeks 
after her accident, the Steinmann pins were removed. 
They were cut through on one side near the skin and 
pulled out on the other side. They came out without 
causing any pain. 

In 7 weeks the patient returned to full work. This 
meant commuting to Boston daily and being on her feet 
during most of her working hours. Since that time she 
has had no difficulty. 
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In a more phlegmatic individual, I am sure that 
the period of disability would have been shorter. 
Depending upon the type of occupation, a patient 
might well return to work after two weeks, as 
there would be no heavy cast on the leg and no 
need for crutches. . 

The treatment of a single case cannot be ex- 
pected to establish a new method. However, the 
procedure above described gave satisfaction in this 
case and may perhaps be used by other surgeons 
with success. In cases of fractured patellas this 
method should shorten the period of disability and 
reduce the expense of hospitalization and operation. 

412 Beacon Street. 


PAPERS FROM THE FAULKNER HOSPITAL 


De QUERVAIN’S DISEASE 
Radial Styloid Tendovaginitis 


Freperic J. Corron, M.D.,* Gorpon M. Morrison, M.D.t anp 
Cuar.es H. Braprorp, M.D.t 


BOSTON 


D: QUERVAIN’S disease, or stenosing tendo- 
vaginitis of the extensor and abductor ten- 
dons of the thumb, has received adequate mention 
in current surgical literature, but its characteristics 
have not yet been sufficiently emphasized. Al- 
though the condition is not rare, many cases go 
unrecognized, even in the large surgical clinics. 
It has received no mention in the classical surgical 
textbooks, in standard systems of surgery or in the 
basic texts on minor surgery; and, except for a 
minor note,’ there is no reference to it in the Journal 
of the American Medical Association. The object 
of this report is to point out the clinical features 
of De Quervain’s disease and to report a few cases, 
in the hope that it may become more generally 
recognized. 

The name of the condition is not particularly 
important; but for convenience, De Quervain’s dis- 
ease has the advantage of brevity and distinction. 
De Quervain,’ a Swiss surgeon in Kocher’s clinic 
at Berne, first described the condition in 1895, 
reporting 5 cases. Hoffmann® defined it, in 1898, 
as a “common, undescribed affection of the extensor 
muscles of the thumb.” In an excellent recent 
paper by Patterson,* the name De Quervain’s dis- 
ease is used as a title. It has been anatomically 

*Deceased. Formerly, surgeon-in-chief, Sixth Surgical (Bone and Joint) 
Service, Boston City Hospital. 

tVisiting surgeon, Faulkner Hospital, Jamaica Plain, Boston. 


tOut-Patient Surgical Service, Boston City Hospital. 


described in Finkelstein’s’ authoritative article as 
“stenosing tendovaginitis at the radial styloid 
process.” In the past it has been referred to as a 
“chronic thecitis of the extensor muscles of the 
thumb.” In the French literature it has at times 
been termed “radial styloiditis,” which Soeur,® of 
Brussels, points out is an incorrect appellation. 
The clinical aspects are so clear cut that the 
ordinary case is not difficult to recognize. The on- 
set is likely to be gradual over a period of weeks 
or months. There may be no known preceding 
trauma. However, the patient has usually been en- 
gaged in some manual occupation that results in 
recurring minor trauma in the region of the radial 
styloid or in the overuse of the extensor and ab- 
ductor thumb muscles.* Examples are to be found 
in such activities as the operation of a buffing 
machine, fly casting, fitting rubber rings on a pipe, 
typewriting and piano-playing. Repetition of irri- 
tating minor strains being the effective agent, it 
is not surprising that the condition frequently oc- 
curs in typists and occasionally in pianists. Some- 
times there is an acute onset, dating from an in- 
jury such as a fall with a strain to the thumb 
or a weight striking the anatomic snuffbox. 
Whether acute or chronic in onset, characteris- 
tically there is severe pain localizing in the region 
*One does not always remember that radial abduction of the hand is 
a function of the thumb extensors almost unaided, hence the almost gro- 
tesque mass of muscles on the outer side of the forearm at the elbow 


(composed mainly of supinators and great thumb muscles) which charac- 
terizes the sword-arm of the saber fighters and German corps students. 
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of the radial styloid and radiating into the hand 
and up the forearm. The pain is often neuralgic 
in character and may be worse at night, although 
it rarely occurs with such severity as to awaken 
the patient from sleep. As the symptoms progress, 
considerable disability develops, causing a marked 
weakness of the thumb. In addition to local ten- 
derness, physical examination is apt to show some 
thickening or swelling over the radial styloid. If 
the thumb is flexed and held under the fingers, thus 
placing the hand in ulnar deviation, the pain is ex- 
aggerated. Abduction of the thumb may be re- 
stricted, and forced abduction painful. Despite 
the hard thickening over the styloid, x-ray exam- 
ination of the wrist is almost always negative, 
which is one reason for not recognizing the con- 
dition. Schneider’ has reported 2 cases where 
slight deposition of lime salts appeared over the 
radius at the site of the fibrocartilaginous disk. He 
explains this as a “probable extension to the perios- 
teum of the bone in the nature of a proliferative 
reaction such as one might expect from trauma or 
inflammation.” Such a finding, however, is com- 
paratively rare. 


The anatomical structures involved in this con- 
dition help explain its etiology. The tendons of 
the abductor longus pollicis and the extensor brevis 
pollicis pass together through a compartment of the 
annular ligament, over a groove on the outer aspect 
of the radial styloid. Careful palpation of the 
lower border of the anatomical snuffbox in the 
normal wrist permits identification of these two 
tendons separately, though they are closely approx- 
imated and grossly seem to present a single cord 
beneath the skin. The fibrous and osseous canal 
through which the tendons glide can be easily dis- 
tinguished. This canal is lined with a tendon 
sheath filled with synovial fluid. As Soeur® points 
out, these anatomic relations offer an adequate 
mechanical explanation for the characteristic 
features of the syndrome with its distinctive symp- 
toms and signs. The position of the tendons ex- 
poses them more than others in the forearm to 
injury from minor forms of trauma. Furthermore, 
on emerging together from the canal, they assume 
a sharp angulation when the thumb is abducted; 
this tends toward a mechanical irritation. Firm 
pressure on the exact point of emergence of these 
tendons in the normal wrist will reproduce mildly 
the pain of De Quervain’s disease, especially if 
the thumb is moved through extension and abduc- 
tion while the pressure is applied. 

An acute blow over the radial styloid, the repeti- 
tion of minor trauma, or even more frequently, 
the strain of overuse will result in localized hyper- 
trophy of the annular ligament, which will press 
on the tendons in the canal and restrict their mo- 
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tion. Both Finkelstein’ and Soeur® have demon- 
strated, histologically, destruction of the synovial 
layer, compression and thinning of the connective- 
tissue layer and marked thickening of the liga- 
ment, which also may show hyaline and cartilag- 
inous transformation in severe cases. This is amply 
confirmed by gross findings at operation (Fig. 1). 


Figure 1. Hypertrophy of the annular ligament about 
the tendon sheath. 


Finkelstein has reproduced the condition experi- 
mentally in rabbits where the anatomy of one 
tendon of the leg is similar to those involved in 
De Quervain’s disease. 

The number of cases which are passing unrec- 
ognized has received considerable comment in 
many articles. The situation is best summarized 
in Swett’s discussion of Patterson’s* paper: “I 
think the condition is much more frequent than is 
generally believed, and it is certainly a very dis- 
abling condition. Many times patients 
have been referred to me for this mysterious thing 
and apparently all the medical attendants have been 
confused and baffled because x-rays did not show 
exostosis and there was still this hard little lump 


which they thought could not be anything but an 


exostosis.” Schneider’? had performed twenty-five 
or thirty operations for this condition up to 1926. 
He collected from the literature a total of 144 
cases. In this series, 80 per cent of the cases oc- 
curred in women. The authors have operated 
upon 9 patients with this disease in the last three 
years in their private practice, and of this series, 7 
were women. 

Treatment, in the past, has generally been con- 
servative, plaster immobilization being employed. 
Hoffmann* considered the results of such treat- 
ment “uniformly” good. The duration of the im- 
mobilization has varied from six weeks to as long 
as four months, during which time the cast was 
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maintained. Some cases of spontaneous cure have 
been reported. One of these was that of a guide 
who was able to rest his hand from fly casting for 
a summer, due to a poor season. Sever, discussing 
Patterson’s* paper, reported a spontaneous cure on 
an untreated case: typical symptoms had been 
present for a year and a half when the patient 
fell accidentally, felt something snap and experi- 
enced temporary pain, which was followed by 
complete relief of symptoms. 

More recently, the tendency has been toward 
surgical intervention on the stenosing obstruction, 
even in the early cases. Some very convincing 
arguments are offered in favor of such treatment. 


Figure 2. Retraction of thumb tendons showing results 
of lysis operation. 


The operation is a simple surgical procedure. It 
avoids the long disability of plaster-cast immobili- 
zation, and promises an immediate cure. It may 
be said that opinion in the recent literature unani- 
mously favors surgical treatment. 

The operative technic consists of a 5 cm. longi- 
tudinal incision over the radial styloid, exposing the 
carpal ligament and the tendon. Local anesthesia 
is of value because it permits definite identifica- 
tion of the site of obstruction by having the pa- 
tient voluntarily abduct the thumb. There is no 
blood vessel to fear in this region, but a small 
branch of the radial nerve runs superficially 
across the field and should be identified and re- 
tracted. The carpal ligament and the tendon 
sheath are incised, thus releasing the compressed 
tendon (Fig. 2). Following this, the skin is 
closed, and a compression bandage is applied for 
several days; a splint is not necessary. In two or 
three days full motion of the thumb may be started. 
The patient should be able to return to light work 
in about two weeks and to heavy work in three 
or four. 
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The following brief case reports are typical of 
De Quervain’s disease. The first two represent the 
usual type of case, and the third is a mild one 
where non-operative treatment was sufficient for a 
cure. 


Case 1. J. L., male, aged 35 years. 


Following a blow to the right wrist there was pain in 
this region for 5 or 6 months. During this time, electrical 
treatment and hot soaks had been tried without relief. 
Motion of the thumb was characteristically limited and 
caused disability sufficient to prevent the patient from play- 
ing golf. The x-ray report was as follows: “Just lateral 
to the lower end of the radius there is a definite thicken- 
ing of the soft parts but no definite lesion of the bone.” 

Operation was performed in the manner previously 
described. The patient remained in the hospital for 3 
days. He resumed work after 2 weeks and has had no re- 
currence of symptoms. 


Case 2. T. T., female, aged 22 years. 


For 8 months after striking her wrist against a “frame,” 
the patient had had typical pain in the wrist. Ultraviolet- 
lamp treatment and hot soaks had been used, and at the 
same time immobilization by splints and compression 
bandages had been instituted. Symptoms had increased, 
however, so that on admission, acute pain in the wrist 
developed with the slightest motion of the thumb extensors 
and localized just below the radial styloid. At this point 
a swelling was visible. The x-ray report was as follows: 
“There is a slight thickening in the soft tissues over the 
medial aspect of the lower end of the radius. The bones 
of the wrist and the joint spaces are normal.” 

Operation was performed in the manner previously de- 
scribed. The patient stayed in the hospital 10 days. Ac- 
tive motion of the thumb was begun 2 days after opera- 
tion. She was able to resume work 2 weeks after dis- 
charge and has experienced no further disability. 


Case 3. M. A., female, aged 40 years. 


Four months previous to her first visit, pain had de- 
veloped in the left wrist with no apparent cause and with- 
out trauma. A diagnosis of tendosynovitis was made by 
another physician, and the wrist was splinted. Despite 
this treatment the pain persisted. When seen she present- 
ed all the symptoms of De Quervain’s disease, although 
the pain was less marked than that usually encountered; 
there was a swelling below the styloid process of the 
radius. Operation was recommended, but this could not 
be done at once, and splinting was continued. After im- 
mobilization had been carried out for 3 months longer, all 
symptoms were relieved and the swelling disappeared. 
There has been no recurrence. 


SUMMARY 


De Quervain’s disease may be described as a 
stenosing tendovaginitis of the extensor and ab- 
ductor tendons of the thumb. Its primary symp- 
tom is pain on extension and abduction of the 
thumb, severe enough to produce serious disability. 
There is extreme tenderness over the radial stvloid 
process. The hypertrophy of the annular liga- 
ment at this point causes the appearance of a hard 
lump of fibrous tissue, but x-rays rarely show ab- 
normalities. The condition is not rare, is tre- 
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quently unrecognized, and often passes for sprain 
or rheumatism. Treatment of minor cases may be 
conservative, but if the disability is at all serious, 
operation is advised. 


REFERENCES 


1. Queries and minor notes. J. A. M. A. 101:231, 1933. 
2. De Quervain: Ueber eine Form von chronischer Tendovaginitis. Cor.- 
Bl. f. schweiz. Aerzte 25:389- 895. 


PAPERS FROM THE FAULKNER HOSPITAL 123 


3. Hoffmann, P.: A common, undescribed affection of the extensor 
muscles of the thumb. — Tr. Orthop. A. 11:252-256, 1898. 
Stenosing tendovaginitis at the radial styloid process. J. Bone & 
Joint. 1931. 


4. Patterson, DeQuervain's disease; stenosing tendovaginitis at the 
radial BT 9 New Eng. J. Med. 214: 101-103, 1936. 

5. Finkelstein, H.: Stenosing tendovaginitis at the radial styloid process. 
J. Bone & Joint Surg. 12:509-540, 1930. 

6. we R.: La ténosynovite sténosante. Rev. d’orthop. 22:193-219, 

7. Schneider, C.: Stenosing fibrous tendovaginitis over radial styloid 
(De Quervain). Surg., Gynec. & Obst. 46:846-850, 1928. 


CASE RECORDS OF THE FAULKNER HOSPITAL 
Antemortem and Postmortem Records as Used in Monthly cmon 


Clinicopathological Conferences 


Directed by J. Beach Hazard, M.D. 


CASE 6376 


PRESENTATION OF CASE 


First admission. A forty-six-year-old American 
business man was admitted with the complaint 
of backache. 

Four months before entry he had pain, of short 
duration, in the left thigh. A few weeks later, dull 
aching pains occurred on the right side between 
the shoulder blades and in the lower back. These 
were never sharp, varied in intensity and migrated 
between the above sites. A variety of sedatives 
had been used but had given only slight relief. 
Dental x-rays had shown one abscessed tooth, and 
this had been removed. Beginning three months 
before admission, abdominal discomfort was noted 
about one and a half hours following meals. 
Since then he had resorted to a semisolid and, at 
times, a liquid diet. There had been no nausea, 
vomiting or jaundice. For about one month before 
entry he had been unable to sleep and had also 
noted a loss in weight of 13 lb. 

Five years before admission the patient had had 
pneumonia. For several years he had been unusu- 
ally burdened by business responsibilities. 

Physical examination revealed a well-developed, 
well-nourished man, appearing to be in good 
health. The temperature was 98.6°F., the pulse 
rate 68, and the respirations 18. The blood pressure 
was 120 systolic, 50 diastolic, and the body weight 
180 lb. The thyroid isthmus was palpable and 
suggested a nodule, but there was no tremor of the 
extended fingers. The physical examination was 
otherwise negative. 

A gastrointestinal series and a barium-enema 
study were negative. Films of the dorsal spine 
showed a rather sharp scoliosis, with convexity to 
the right at the level of the fourth, fifth and sixth 
vertebrae, and some proliferative changes. 

Examination of the urine was negative. The 


blood showed a white-cell count of 12,400 with 68 


per cent polymorphonuclears, 31 per cent lympho- 
cytes and 1 per cent monocytes; the red-cell count 
was 4,600,000 with 95 per cent hemoglobin (Sahli). 
A blood Hinton test was negative. Stool examina- 
tion showed a few fatty-acid crystals, a rare muscle 
fiber and a negative occult-blood test. 


During the stay in the hospital he complained 
of back pain over the lumbar region but was kept 
fairly comfortable by Nembutal and Empirin. He 
was discharged, improved, after three days. 

Second admission (three months later). Two 
weeks following discharge the pain in his back, 
shoulders and thighs returned with increased 
severity. He was very nervous, had no appetite, 
continued to lose weight, and felt that he was gen- 
erally “going downhill.” The pain seemed to vary 
with the weather, nearly disappearing when it was 
warm and increasing on damp days. 

A physical examination was negative. The body 
weight was 155 lb. The temperature was 98°F., 
the pulse rate 72, and the respirations 18. The 
blood pressure was 120 systolic, 70 diastolic. 

X-ray studies of the cervical, dorsal and lumbar 
spine showed no change from those made on the 
previous admission. 

Examinations of the blood and urine were nega- 
tive. Lumbar puncture showed normal pressure 
and dynamics; the white-cell count and total pro- 
tein and sugar determinations on the cerebrospinal 
fluid were normal. A _ spinal-fluid Wassermann 
test was negative. A basal metabolic rate was 
-15 per cent. 

While in the hospital he complained of severe 
pain in the back which required codeine or mor- 
phine for relief. He was discharged, unimproved, 
after a stay of three days. 

Third admission (five months later). After 
discharge, the pains had diminished in severity 
and the length of attacks had decreased. For a 
period of a month preceding admission, however, 
symptoms of abdominal distress with distention 
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and the passage of gas by rectum had appeared and 
were aggravated by a severe diarrhea, consisting of 
twelve to fifteen watery movements a day. The 
latter were partially controlled by bismuth. No 
blood or mucus was noted in the stools. The diar- 
rhea ceased three days before entry. Appetite had 
continued poor. There had been no vomiting. 
A loss of 10 Ib. in weight had occurred during the 
six weeks preceding readmission. Nervousness had 
persisted, but he had slept well. 

Physical examination showed a well-developed 
and apparently well-nourished man in no apparent 
distress. General physical examination was nega- 
tive. The temperature was 97.6°F., the pulse rate 
84, and the respirations 20. The blood pressure 
was 94 systolic, 60 diastolic. The body weight was 
144 Ib. 

A gastrointestinal series was negative with the 
exception of a few irregularities of outline of the 
inferior aspect of the prepyloric region of the 
stomach; this was interpreted as being due to ad- 
hesions or bands. 

Urinalyses were negative. The white-cell count 
and differential count were normal. The red-cell 
count was 4,100,000 with 88 per cent hemoglobin 
(Sahli). A blood nonprotein nitrogen was 34 
mg. per cent, and a blood chloride 471 mg. per 
cent. Gastric analysis showed a fasting free hydro- 
chloric acid of 16 units and a total acidity of 33, and 
after an alcoholic test meal, a free hydrochloric 
acid of 35 and a total acidity of 42; lactic acid 
was absent. A stool examination was negative. 

While in the hospital, he was quite comfortable 
except for one attack of pain in the neck and 
shoulders, which was relieved by massage. He was 
discharged at the end of three days. 

Final admission (seven months later). Shortly 
after leaving the hospital the severe low-back 
pain returned. Three weeks before readmission 
he noticed a distinct yellow tint to his skin and 
sclerae. He had also noted some gain in weight. 

Physical examination showed a moderate icteric 
tint to the skin and sclerae. Shifting dullness and 
a fluid wave could be demonstrated on abdominal 
examination. Otherwise, the physical examination 
was as previously reported. The temperature was 
98.6°F., the pulse rate 60, and the respirations 24. 

X-ray examination of the spine showed a small 
area of rarefaction involving the right lower quad- 
rant of the body of the third lumbar vertebra. 
The rest of the spine was of the same appearance 
as at previous examination. A flat plate of the 
abdomen showed all visceral outlines to be oblit- 
erated by a rather homogeneous area of density 
and numerous pockets of gas, irregular in shape 
and distribution. A gastrointestinal series and a 


barium-enema study were negative. 
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The urine had a specific gravity of 1.018 and 
showed the slightest possible trace of albumin, no 
sugar and a positive test for bile. The sediment 
contained 20 or 30 red blood cells and 1 or 2 white 
blood cells per high-power field. A urobilinogen 
test was positive in dilutions up to 1:8. The blood 
showed a white-cell count of 6200 with 77 per cent 
polymorphonuclears. The red-cell count was 
3,500,000 with 71 per cent hemoglobin (Sahl). 
The icteric index was 50. The blood nonprotein 
nitrogen was 32 mg. per cent. The stool was gray, 
and a test for bile pigment was negative. 

Six days after entry a laparotomy was performed. 
Following operation the intense pain in the lower 
back continued, and there was, at times, abdominal 
pain so severe that morphine was necessary for 
relief. The temperature ranged between 98 and 
99°F. His course was generally downhill, and on 
the twenty-third day after admission he died. 


DIFFERENTIAL DIAGNosiIs 


Dr. Horace K. Sowtes: On first admission the 
complaint of migratory pain of indefinite character 
is so nonspecific as to type and distribution that 
it offers no clue as to its origin. It might have 
been accounted for on the basis of chronic arthritis 
of the spine, and this possibility is also suggested 
by the x-ray findings. One striking fact, however, 
is the weight loss, which is mentioned on all ad- 
missions but the last. This cannot be accounted 
for by chronic arthritis. It is possible that loss 
of sleep and loss of appetite due to continuous dis- 
comfort might cause a loss in weight, but it hardly 
seems possible that it could account for so great 
a reduction. 

The occurrence of diarrhea on the third admis- 
sion warrants consideration. It is not of long 
enough duration to be regarded as suggestive of 
chronic ulcerative colitis or amebic dysenterv. I 
should merely interpret it as an irritative colitis of 
limited duration. 

Jaundice is noted for the first time on the final 
admission, and by x-ray there is an area of de- 
struction in a lumbar vertebra. Fluid must be 
present in the abdomen, both on the basis of physi- 
cal examination and of the x-ray findings. The de- 
struction of a vertebral body is the first positive evi- 
dence for cancer. In my experience, the cancers 
which are most apt to involve bone are those arising 
in the breast and prostate and hypernephromas. 
Others can metastasize to bone, particularly carcin- 
oma of the stomach, but they do so infrequently. 
So where is the primary focus which has given 
him a destruction of the body of the third lumbar 
vertebra? We have only a slight suggestion of a 
lesion in the stomach. The irregularity in the 
prepyloric region might be carcinoma, and the 
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jaundice could be related to this. If cancer were 
present in the prepyloric region, it might extend 
into the head of the pancreas and into the region 
of the common bile duct, obstructing the latter and 
so producing jaundice. The low urobilinogen in 
the urine is suggestive of obstructive rather than 
intrahepatic jaundice. 

It should be possible to explain the symptoms 
and findings in this case on one diagnosis, and <his, 
it seems to me, must be cancer. Where that 
cancer is located is difficult to determine. It 
involves the common-bile-duct region either as a 
primary or metastatic tumor. The type of back 
pain could easily be caused by spinal metastases. 
I shall say that he has a carcinoma, probably pri- 
mary in the prepyloric region of the stomach, ex- 
tending into and causing obstruction of the com- 
mon bile duct and metastasizing to the spine. I 
doubt if this accounts for the early stages of his 
back pain, but he has an arthritis of the spine 
and some scoliosis which could bear an etiologic 
relation to the earlier back symptoms. 


X-Ray INTERPRETATION 


Dr. Macnus I. SMepat: There is no evidence of 
cancer in the gastrointestinal tract. The flat 
films of the abdomen show small pockets of gas 
and a homogeneous density throughout the abdo- 
men which obliterates the visceral outlines. This is 
evidence of fluid and, perhaps, of adhesions. In 
the spine there is this small area of destruction 
which may be seen only on close scrutiny. I be- 
lieve these changes must be interpreted as meta- 
static carcinoma of the vertebra and peritoneum. 
On the basis of the x-ray findings, the primary 
site is probably not in the gastrointestinal tract. 
Because no distortion is evident in the duodenum, 
carcinoma of the head of the pancreas is unlikely. 


CurnicaL Discussion 


Dr. Epwarp L. Youne, Jr.: At operation a 
hopeless carcinoma involving the body and tail of 
the pancreas was found. I am interested in know- 
ing whether we are ever going to find a carcin- 
oma of either of these portions of the pancreas 
early enough for successful operation. A partial 
pancreatectomy for cancer in these regions is a 
feasible surgical procedure, provided the diagnosis 
can be made before extension and metastasis have 
occurred. This is the second case of carcinoma of 
the body and tail of the pancreas I have operated 
on in this hospital, and in both cases metastasis 
had already occurred. Both patients complained 
of severe back pain, and I wonder if this disease — 
considering the location of the pancreas against 
the posterior wall—does not cause this symptom 
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often enough to justify earlier exploratory laparot- 
omy in a case such as this. 

It seems likely that if operation had been done 
soon enough in each of these cases the tumor might 
have been resected. Perhaps Dr. Sowles can cor- 
rect me, but I believe there has been only one 
successful resection of cancer of the pancreas at 
the Massachusetts General Hospital, and in that 
case the lesion was found accidentally during an 
operation for another disease. Whipple, of New 
York, has performed a few successful resections of 
pancreatic carcinoma, and this is an added indica- 
tion of the probable value of early exploration in 
cases with a history such as this. 


Curnicat Diagnosis 
Carcinoma of the head of the pancreas. 


Dr. Sow es’s D1acnosts 


Carcinoma of the stomach, with extension to the 
common bile duct and metastases to bone. 


ANATOMICAL D1AGNOSEsS 


Adenocarcinoma of the body and tail of the 
pancreas, with extension to the common 
bile duct and portal vein and metastases to 
the regional lymph nodes, liver, left adrenal 
gland and vertebrae. 

Ascites, slight. 

Bronchopneumonia. 

Icterus. 

Chronic passive congestion of spleen. 

Hematopoiesis, spleen and kidney. 

Operation wound: cholecystgastrostomy opening. 


PaTHOLocicaL Discussion 


Dr. J. Beach Hazarp: At autopsy a carcinoma 
was found in the tail and body of the pancreas. 
The right margin of the tumor invaded and 
completely obstructed the common bile duct just 
below the junction of the cystic duct. Though a 
small quantity of amber fluid was present in the 
peritoneal cavity and a large quantity had been 
found at operation, there were no metastases to 
the peritoneum. The collection of fluid was ex- 
plained by the fact that the portal vein was almost 
completely obstructed by surrounding tumor as it 
coursed behind the pancreas. The vertebral bodies 
of the entire dorsal and lumbar spine were exten- 
sively replaced by carcinoma, despite the fact that 
so little evidence of this was seen in the x-ray 
plates. This is explained, histologically, by the 


preservation of bone trabeculae in spite of marked 
replacement of the marrow by carcinoma. There 
was extensive invasion of the region about the 
celiac artery, and it was believed that the symp- 
toms of back pain and abdominal distress could be 
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accounted for by invasion of the celiac plexus. It 
is true that a majority of the cases of carcinoma of 
the body of the pancreas will present these symp- 
toms as one of the most outstanding features of 
the disease. Since the portion of the pancreas con- 
taining the islets of Langerhans is involved, one 
might expect glycosuria. However, in one series 
of 16 cases it was found to occur only twice. In 
this case, despite the extensive involvement of the 
body and tail of the pancreas, the islets of Langer- 
hans are present in fair number. 


CASE 6381 
PRESENTATION OF CASE 


First admission. A thirtv-eight-year-old Ameri- 
can engineer was admitted to the hospital because 
of pain in the abdomen. 

About five days previous to entry he began to 
have anorexia and to feel general malaise. These 
symptoms increased, and in addition, he developed 
generalized pain in the abdomen. He was con- 
stipated and had taken small doses of a saline 
cathartic, most of which he vomited. A moderate 
fever was present, and there was slight tenderness 
in the right lower quadrant. The night of ad- 
mission he suddenly became worse, and the pain 
and tenderness became somewhat localized in the 
right lower quadrant. 

He had had measles and whooping cough as a 
child, and three years before entry he experienced 
an attack of “intestinal grippe.” Otherwise he had 
been well. 

His father died at the age of fifty-six of pneu- 
monia and his mother was living and well. Of 
four siblings, all were living and well with the ex- 
ception of one sister suffering from hypertension. 

Physical examination revealed a well-developed 
and well-nourished man in acute distress. The 
ears, nose and mouth were negative. The lungs 
were clear to percussion and auscultation. The 
heart was of normal size by percussion; the rhythm 
was regular, and the rate rapid. No murmurs were 
heard. The abdomen was spastic throughout, par- 
ticularly in the right lower quadrant where there 
was contrecoup and rebound tenderness. No 
masses could be palpated. The knee jerks, ankle 
jerks and plantar responses were normal. The 
temperature on admission was 97.8°F., the pulse 
rate 96, and the respirations 20. The blood pres- 
sure was 120 systolic, 76 diastolic. 

The urine was of a cloudy amber color, had an 
acid reaction and a specific gravity of 1.027, and 
showed a slight trace of albumin and no sugar. 
The sediment contained 3 or 4 red blood cells, 7 or 
10 white blood cells and 10 or 15 epithelial cells per 
high-power field. 
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Operation, performed one hour after admission, 
showed an acute appendicitis with perforation and 
pelvic peritonitis. The appendix was removed with- 
out difficulty. The patiert stayed in the hospital 
about three weeks during most of which time 
his temperature ranged up to 101.4°F. The vulse 
rate was between 80 and 90. At first, the drain- 
age from the wound was abundant, but it dimin- 
ished to a moderate amount after three days. Dur- 
ing the second week he complained of rather sharp 
pain throughout his abdomen, but at the end of this 
time began to feel very well. His temperature, 
however, remained somewhat irregular, reaching 
100.6°F. He was discharged at the end of three 
weeks apparently having made a good recovery, 
with only a very small amount of drainage from 
the wound, and a temperature below 99°F. for 
four days preceding discharge. 


Final admission (one month later). The pa- 
tient was admitted for the second time with the 
complaint of chills and fever. 


He had gone to bed immediately on arriving 
home from the hospital. At that time he had 
experienced no pains or definite symptoms and 
noted only a loss of appetite. After several days 
he was generally improved and was able to sit 
up and visit with friends. Two and a half weeks 
previous to re-entry he was seized with a severe 
shaking chill which was followed by intense fever, 
sweating and nausea. Following that attack he 
experienced recurrent attacks of chills and fever. 
The fever occurred irregularly, occasionally being 
absent for three or four days, and always came in 
the evening and night. There was no pain except 
for a slight feeling of soreness in the left flank. 
The abdominal wound had been draining only a 
slight amount and caused no discomfort. There 
had been some urinary frequency and burning, 
with nocturia up to three times. 


Physical examination showed a_ well-developed 
and rather poorly-nourished white man lying com- 
fortably in bed. His skin was pale, warm and 
dry. There was no enlargement of the lymph 
nodes. His head, eyes, ears, nose and throat 
were negative. The heart was of normal size, and 
there was a soft systolic murmur at the apex. The 
lungs were clear and resonant throughout. The 
abdomen was flat. The appendectomy scar showed 
a small discharging area in its middle portion. 
There was no spasm or tenderness over the abdo- 
men, and no masses were felt. There was some 
soreness on deep pressure in the left costovertebral 
angle. The genitalia were normal. On rectal ex- 
amination there was some discomfort, though no 
actual tenderness. The prostate was not remarka- 
ble. The extremities were negative. Knee jerks 
were present and equal. The temperature on ad- 
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mission was 97.6°F., the pulse rate 84, and the res- 
pirations 20. 

Urinalysis showed an amber-colored specimen 
with an acid reaction, a specific gravity of 1.010 
and no albumin or sugar; in the sediment there 
were about 2 white blood cells and 2 epithelial cells 
per high-power field. The blood showed a white- 
cell count of 14,700 with 75 per cent polymorphonu- 
clears. No malarial parasites were seen, and the 
red cells and platelets appeared normal. The red- 
cell count was 3,900,000 with 80 per cent hemo- 
globin (Sahli). A stool examination and a Widal 
test were negative. 

On the second day the patient’s temperature 
rose to 105°F., and he had a severe chill. He ap- 
peared to be somewhat jaundiced. An icteric index 
of 18 was reported but was of questionable accuracy 
due to slight hemolysis of the blood. X-ray plates 
of the abdomen taken three days after admission 
showed a liver of average size; both kidneys 
were normal in size and position; there was a mod- 
erate amount of gas in the large bowel; both leaves 
of the diaphragm were smooth in outline. A film 
of the chest taken at the same time showed the 
diaphragm to be normal in position and contour. 
The right leaf showed normal excursion, whereas 
the left was definitely limited in excursion. Both 
costophrenic angles were clear, as were both lung 
fields. 

A white-cell count taken on the eighth day was 
41,150 with 94 per cent polymorphonuclears, 
1 per cent eosinophils and 5 per cent lymphocytes. 
A blood culture was negative. Portable films of the 
chest taken on the eighth day showed the left lung 
field to be almost entirely obscured by a homog- 
enous density which also obscured the diaphragm 
and costophrenic angle. The lower right lung 
field was fully aerated. The outline of the 
diaphragm was obscured by motion. The heart 
and trachea were displaced to the right. 

During his stay in the hospital the patient showed 
a temperature variation from 9755 to 105°F. with 
a fluctuation of rather irregular character. At the 
end of the eighth day after admission he devel- 
oped Cheyne-Stokes respiration and died. 


DtacNosis 

Dr. Davin L. A diagnosis of 
appendicitis at the time of the first admission 
seems quite evident from the history even before 
the findings at operation are given. At the age of 
thirty-eight years, one might think of a diverticuli- 
tis but the localizing symptoms are more apt to 
be evident on the other side. From the family 
history ome might think of vascular disease with 
occlusion of an artery in the mesentery, but such a 
diagnosis would have much less chance of being 
correct than that of acute appendicitis. May I 
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suggest that the term “intestinal grippe” is danger- 
ous. My dislike for this term had its origin while 
I was a student when every appendix abscess I saw 
had earlier been called “intestinal grippe.” 

The history of chills and fever on the second 
admission points to pocketed pus. Most patients 
recovering from appendicitis do not stay in bed for 
several days after going home, as he did, so appar- 
ently he was not quite well immediately following 
discharge. The urinary frequency makes one 
wonder if the infection was present in the kidney 
or in the region of the kidney or ureter, or possibly 
in the pelvis near the bladder. 

Malaria as a cause of the chills and fever is a 
rare possibility. We are not told that this engineer 
worked in the South, but it is still necessary to 
eliminate this diagnosis. A smear examined for 
plasmodia was negative. 

We are dealing with a man who had had definite 
infection of the peritoneal cavity, who had been 
sick for some weeks and who presented tender- 
ness in the left costovertebral angle. I should like 
to ask Dr. Young if he has encountered a left 
subphrenic abscess resulting from acute appen- 
dicitis. 

Dr. Epwarp L. Young, Jr.: Subphrenic abscess 
may be a serious complication of appendicitis with 
perforation, but when it so originates it is more 
apt to be on the right side than on the left. On the 
other hand, a pelvic peritonitis that happens to 
drain up the left gutter might end as a left sub- 
phrenic abscess, though I have not seen this hap- 
pen. Of course a subphrenic abscess may be 
metastatic from almost any primary focus and, as 
such, may come from an acute appendicitis with 
abscess. 

Dr. Hawperstesen: The occurrence of a left 
subphrenic abscess following acute appendicitis is 
apparently rare. 

Chest films taken three days after admission 
showed the left lung field to be clear, but films 
taken eight days after the patient’s entry showed 
it to be almost entirely obscured by a homogenous 
density which also obscured the diaphragm and 
costophrenic angle. So, in five days he had de- 
veloped fluid in his chest. This fluid must be a 
secondary process and not due to primary thoracic 
disease, because the earlier set of films and fluoro- 
scopic examination were negative except for limited 
excursion of the left leaf of the diaphragm. 

One must conclude that this patient definitely 
had pus in his peritoneal cavity as a result of the 
previous surgical condition. The location can defi- 
nitely be placed under the left leaf of the dia- 
phragm. The possibility of a perinephric abscess 
may be considered, but in view of the preceding 
history this can be eliminated. The effusion in the 
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chest is secondary to a subphrenic abscess rather 
than to primary lung infection. My diagnoses 
then are: (1) left subphrenic abscess, following 
acute appendicitis with perforation and (2) pleural 
effusion secondary to the abscess beneath the dia- 
phragm. | 

Dr. Macnus I. Smepat: Both kidney outlines 
are well demarcated in the x-rays; this rules out 
perinephric abscess. The diaphragm in the x-ray 
taken immediately after admission presented a 
definite limitation of motion, but there was no 
free fluid above it and the lung fields were per- 
fectly clear. Ordinarily, in well-advanced sub- 
diaphragmatic abscess one sees some fluid above 
the diaphragm, but it is unusual to see the whole 
left chest filled with fluid and the mediastinum 
displaced as in this instance. 


Dr. Cuanninc FrornincHaM: Considering the 
fact that this patient on his first admission had 
no murmurs and on his second admission presented 
a systolic murmur and a septic temperature would 
not one have to think of the possibility of an endo- 
carditis secondary to a blood-stream infection oc- 
curring at the time of his previous illness? 


Dr. HaBersLeBEN: The systolic murmur could 
result from his rapid heart action. Any patient 
in poor condition may develop a systolic murmur. 

Dr. Puiturrs L. Boyp: The patient is said to 
have had jaundice. How real was it? 

Dr. J. Beach Hazarp: The blood was reported 
as showing an icteric index of 18, but as it was 
slightly hemolyzed, the report should be ques- 
tioned. It was not repeated. 

Dr. Younc: I think that a pylephlebitis must 
be considered. Unless this man was in much 
poorer condition than one would gather from the 
history at the time of his second admission, it 
seems that it would have been wise to put a needle 
into him. Did he go downhill fast? 

Dr. Hazarp: He died eight days after his second 
admission. 

Dr. Boyp: Where would you have introduced 
the needle? 


Dr. Younc: I should like to know more about 


his jaundice and the possibilities of a pylephlebitis. 
If the latter were strongly suggestive, one certainly 
would not have thought of any operation. On 
the other hand, with an elevated, fixed diaphragm 
and with evidence of sepsis a needle should have 
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been put into the subdiaphragmatic area because 
the diagnosis of abscess might have thus been sub- 
stantiated. In many cases this diagnosis is not 
made until rather late and occasionally the con-- 
dition is discovered at autopsy. 


CLINICAL DIAGNOSES 
Pylephlebitis. 
Pleural effusion. 


Dr. DIAGNOSES 


' Subphrenic abscess, left. 
Pleural effusion, secondary to subphrenic abscess.. 


ANATOMICAL DIAGNOSES 


Subphrenic abscess, left. 

Pyothorax, left, slight pyothorax, right. 
Acute mediastinitis. 

Acute pericarditis. 

Healed peritonitis. 

Pulmonary atelectasis, left. 


PaTHOLocIcaL Discussion 


Dr. Hazarp: The answer to the problem has: 
been well stated by Dr. Halbersleben. There was. 
a large, left subphrenic abscess, which was bounded 
by the spleen, by the diaphragm, and mesially, by 
a rather thick abscess wall. The diaphragm had 
two perforations through which one could read- 
ily introduce probes into the left pleural cavity. 
The latter was filled with thick, foul-smelling fluid. 
There was also an acute pericarditis, an acute 
mediastinitis and a beginning pyothorax on the 
right. The abdomen showed evidence of a healed 
peritonitis in the right lower quadrant, and the 
liver was firmly adherent to the diaphragm over its 
entire superior surface. Organisms recovered from 
the pleural fluid and from the abscess fluid were 
Bacillus coli and others of the intestinal flora. 

Dr. Younc: There are certain conditions in 
which we must remember that the conservative 
procedure is operation. Such is the case when there 
is strong suspicion of a subphrenic abscess. 

Dr. HapersLeBEN: Would you have operated 
if he did not have localizing tenderness? 

Dr. Younc: One would have to have some lead 
to tell where to look for pus. He had tenderness 
and a fixed diaphragm on the left with a moving 
diaphragm on the right, so I think one would have 
had to explore the left subphrenic region. 
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CASE 24301 
PRESENTATION OF CASE 


A thirty-five-year-old German laborer entered the 
hospital with the complaint of headache of three 
weeks’ duration. 

Four weeks before entry he noticed stiffness of 
the back of his neck accompanied by transitory 
headache. One week later the headache became 
permanent and was localized in the supraorbital 
and temporal areas. During the day the pain usu- 
ally became more severe and was apt to spread 
down his neck to his back. It interfered with his 
sleep. He had several dizzy spells on rising from 
bed, and fell down during one of these. He also 
developed pain in the chest underneath and to 
the right of the upper part of the sternum. This 
pain was increased when he sat up or pressed on 
the local area. He perspired a good deal. He 
had no other neuromuscular or cardiorespiratory 
symptoms. Six months before entry his jaw was 
fractured in a fight, but his cranium was not in- 
jured, and he did not lose consciousness. 

Five years before entry he developed symptoms 
of peptic ulcer. Medical treatment was unsatis- 
factory, and two operations were performed at an 
outside hospital. These were said to be for resec- 
tion of a gastric ulcer and for gastroenterostomy 
with appendectomy. After discharge he stayed on 
a diet and took “pills.” He was essentially symptom- 
free until six months before entry when he was 
hospitalized for a short time. After that he con- 
tinued to have occasional mild ulcer symptoms. 
His past history was otherwise essentially negative, 
and his family history was noncontributory. 

Physical examination revealed a well-developed 
and nourished white male complaining of severe 
headache, more marked on the left side and frontal 
region. There were a number of tender spots ir- 
regularly distributed over the upper part of the 
body. Pressure on them caused the patient to 
jump and flex the right or left leg. When his at- 
tention was distracted the tenderness in these areas 
was considerably less marked. The heart and 
lungs were negative, and the blood pressure was 
158 systolic, 108 diastolic. There were two upper 
abdominal scars, and there was deep tenderness 
in the midepigastrium. No masses were made out. 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


129 


Neurological examination showed questionable 
stiffness of the neck and backward falling when 
he attempted to stand with his eyes shut. When 
walking with his eyes shut he veered to the right 
and tended to fall in that direction. The neuro- 
logical examination was otherwise negative. 

The temperature was 99°F., the pulse 90. The 
respirations were 20. 

The urine examination was negative. The blood 
showed a red-cell count of 5,500,000 with 90 per 
cent hemoglobin, and a white-cell count of 12,650 
with 60 per cent polymorphonuclears, 35 per cent 
lymphocytes, 4 per cent monocytes, and 1 per cent 
eosinophils. The guaiac test on the stool was neg- 
ative. The blood Hinton test was negative. The 
nonprotein nitrogen of the blood was 31 mg., and 
the uric acid 2.8 mg. per cent. The corrected 
sedimentation rate was 0.6 mm. per minute. A 
lumbar puncture showed normal dynamics, and the 
spinal fluid was normal. The spinal-fluid Wasser- 
mann test was negative. 


X-ray plates and fluoroscopy of the chest showed 
increase in the size of the right hilus and a distinct 
nodule measuring 1.5 cm. in diameter slightly be- 
hind the level of the hilus in the right lower lobe. 
The lung fields were clear, and the heart was 
normal. An x-ray plate showed an old fracture 
of the right jaw in the region of the angle. The 
teeth were negative. The skull and cervical 
spine showed no evidence of disease. A gastro- 
intestinal x-ray series showed marked shortening 
of the lesser curvature and an ulcer crater meas- 
uring at least 2 cm. in diameter on the posterior 
wall of the stomach near the lesser curvature side. 
No anastomosis between the stomach and jejunum 
was seen. 

After he had been on the ward for several days 
it was noted that when he was unaware that he was 
being observed he acted entirely normally, but 
when he saw someone coming he screwed up his 
face as if in considerable discomfort. On the fitth 
hospital day, following x-ray studies, he expec- 
torated a small amount of sputum which contained 
bright-red blood. Between the nineteenth and 
twenty-third day x-ray treatment was given to the 
region of the hilus of the right lung. Nine hun- 
dred roentgens was given front and back. Soon 
after entry his ulcer symptoms became severe, but 
at the same time the headache apparently dis- 
appeared. He was put on a gastric diet, and 
gradually the ulcer symptoms began to clear up. 
However, during the first four weeks in the hos- 
pital he lost 11 lb. in weight. He also began. to 
complain of severe pain in the neck, shoulders and 
back. A gastrointestinal x-ray series five weeks 
after entry showed increase in the size of the 
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gastric ulcer with marked induration around it. 
Six weeks after entry an x-ray of the chest showed 
normal lungs. The shadows previously described 
had entirely disappeared. Gastric analysis at that 
time showed 4 units of fasting free acid and a total 
of 119 units after alcohol and histamine. The 
guaiac test on the stomach contents was 1+, on 
the stool 2+. The red-cell count of the blood 
had fallen to 4,200,000 and the white-cell count to 
6000. The serum calcium was 10.05 mg., the phos- 
phorous 3.84 mg. and the protein 6.7 gm. per 
cent. A second lumbar puncture was also en- 
tirely negative, and three blood cultures gave no 
growth. 

He continued to have ulcer symptoms, and the 
pain in his neck, shoulder and back became “un- 
bearable.” X-ray plates of the shoulders showed 
no evidence of disease except calcification of the 
soft tissue close to the greater tuberosity of the 
right humerus, consistent with calcification in the 
tendons. The pain was somewhat relieved by 
physiotherapy. A lymphoma dose of x-ray treat- 
ment was given to the right shoulder which also 
gave some immediate relief. However, the pain 
soon returned, and at about the end of the sec- 
ond month he began to complain of pain spread- 
ing down his back to his thighs. There was 
some tenderness over the upper thoracic vertebrae. 

About nine weeks after entry he began to show 
a constant elevation of temperature fluctuating be- 
tween 100 and 101°F., with a tachycardia of 110 
to 120. He also had mild albuminuria with occa- 
sional red blood cells in his urine. The urine did 
not contain Bence-Jones protein. The red-cell 
count of the blood was 3,200,000 with 65 per cent 
~ hemoglobin, and the white-cell count 3200 with 81 
per cent polymorphonuclears, 16 per cent lympho- 
cytes, 2 per cent monocytes and 1 per cent eosino- 
phils. The elevation of temperature, tachycardia 
and albuminuria persisted until his death eight 
weeks later, and he continued to show an anemia 
and leukopenia. The red-cell count fell to 2,500,000, 
and the white-cell count to 1600, with 56 per cent 
polymorphonuclears, 32 per cent lymphocytes, 7 
per cent monocytes and 1 per cent eosinophils. No 
nucleated red cells, abnormal white cells or plasma 
cells were ever seen in the blood smears. He con- 
tinued to lose weight, to a total of 50 lb. 


Physical examination of the chest and abdomen 
continued to be negative, and no enlarged lymph 
nodes could be found. An x-ray of the chest at the 
end of the tenth week showed no abnormalities. 
The mass in the right hilus had not returned. A 
gastrointestinal x-ray series showed marked de- 
crease in the size of the ulcer. The nonprotein 
nitrogen of the blood was 25 mg., and the protein 
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6.2 gm. per cent. His course was somewhat vari- 
able but on the whole steadily downhill. At times 
he was definitely disoriented and restless and had 
hallucinations. No abnormal neurological signs 
were ever made out. He continued to complain of 
pain in the back and thighs, although x-rays of 
the pelvis and spine showed no evidence of dis- 
ease. He developed a large decubitus ulcer which 
failed to heal completely. The gastric symptoms 
subsided almost entirely, and at the end of the six- 
teenth week x-rays showed further decrease in 
the size of the ulcer. An x-ray of the chest showed 
no abnormalities except slightly diminished radi- 
ance in the right chest. In the middle of the seven- 
teenth week he developed a cough productive of 
mucopurulent sputum. Two days later his tem- 
perature rose to 104°F. and coarse moist rales and 
rhonchi could be heard throughout both lung 
fields. He lapsed into coma and died the foliow- 
ing day. 


X-Ray INTERPRETATION 


Dr. Ausrey O. Hampton: These films were 
taken over a period of two months and seven 
days. How much x-ray treatment did he have? 

Dr. Water Bauer: Nine hundred roentgens 
was given. 

Dr. Hampton: At the first examination he 
showed a group of enlarged nodes at the right 
lung root and an area of density somewhere near 
the apex of the heart on the left. I am not sure 
about this shadow. It may be a fat tab on the 
pericardium. 

Dr. Cuartes SHort: It is not mentioned in the 
report. 

Dr. Hampton: Then nine days later it looks as 
though the mass of lymph nodes had begun to 
reduce in size, and in two months and seven days 
they had nearly disappeared, leaving a group of 
scars and some thickening in the interlobar pleura. 
The plates do not show any evidence of collapse 
of the lung, and the nodes appear to be grouped 
around the major bronchi to the right lung. Here 
is another film taken nearly four months after the 
first; it shows no recurrence of the disease. 

Dr. Bauer: How about the gastrointestinal se- 
ries? 

Dr. Hampton:¢ The first examination shows 
this small ulcer on the lesser curvature in the 
middle of the stomach, with marked shortening of 
the lesser curvature, but within twenty-two days 
the crater had enlarged from 2 to 4 cm. Then 
within another month it had diminished to its 
original size, approximately. It looks like a deep 
posterior-wall ulcer of the stomach which bv its 
action and by its appearance must be benign. 
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DiFFERENTIAL Di acNosis 

Dr. SHort: To summarize, then, we have a 
man of thirty-five who gives a five-year history of 
peptic ulcer with two operations. He came in 
with stiff neck and headache, pain in the chest and 
dizziness. The physical examination showed irreg- 
ularly distributed tender spots over the upper part 
of the body. His initial blood pressure was ele- 
vated. We have no record of whether it was re- 
peated. He had ataxia and possibly some fever, 
not mentioned specifically. He had normal blood 
counts, increased sedimentation rate and nega- 
tive lumbar punctures. With x-ray treatment the 
lung nodule completely disappeared and did not 
recur. The cerebral symptoms went away while 
he was on the ward, but they were succeeded by 
marked pain in the back; then after about nine 
weeks on the ward he had definite fever, tachy- 
cardia and albuminuria. He did not have renal 
failure. Finally he developed a very severe anemia 
of the aplastic type and leukopenia. At the end 
of the seventeenth week he died with a diffuse pul- 
monary infection. 


We are first interested in the question of the 
peptic ulcer. As Dr. Hampton has suggested, the 
evidence is in favor of its being benign. The dura- 
tion, the periodicity and the surgical exploration 
make us accept it as a genuine peptic ulcer, and 
there is no reason to believe there was malignant 
degeneration. I do not believe we can say that the 
bone pains, cerebral symptoms and anemia can be 
from this source, especially since the cerebral symp- 
toms cleared after he was on the ward. Nor is 
there any real evidence of primary or secondary 
cancer. If the bone pain were from this source, 
after five months we should expect at least to see 
some x-ray changes. Before dismissing neoplasm 
altogether I should like to speak of the question 
of abdominal lymphoma. As we all know, this can 
exist without enlargement of the spleen or the 
liver or peripheral lymph nodes. It can cause 
fever or can cause bone involvement, anemia and 
severe leukopenia. It might even give nerve-root 
pain. The lung nodule’s disappearing after x-ray 
therapy would fit in with this diagnosis. I do 
not believe we can say this was lymphoma of the 
stomach all this time. Furthermore, the response 
to ulcer treatment is against it. The skeletal 
involvement in this case seems too diffuse, and, 
again, after five months there should be x-ray 
evidence of skeletal involvement if the whole pic- 
ture were due to lymphoma. I think then we 
can dismiss neoplastic disease and turn to infec- 
tions. 

I shall mention miliary tuberculosis merely to 
rule it out from the lack of a primary focus and 
from the absence of pulmonary changes, proved by 
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repeated x-rays. There is no evidence of undulant 
fever. The process seems too diffuse for localized 
sepsis. General sepsis would have been disclosed 
by a positive blood culture and possibly a more 
angry febrile course at the onset. There is one ex- 
ception to this generalization, that is the possibiiity 
of a Streptococcus viridans infection — subacute bac- 
terial endocarditis. This would account for the 
bone and muscle pains, the cerebral symptoms, the 
pulmonary changes, which might represent infarc- 
tion, the changes in the urine, the fever, the severe 
anemia and the leukopenia. There are several outs 
to this diagnosis, however. He had no murmur 
in his heart. A few cases have been described with- 
out a pre-existing valve lesion, and we should have 
to assume that such was the case, as he had no 
cardiac murmur. Negative blood cultures of course 
de not entirely rule out this diagnosis. He might 
be in a bacteria-free stage or the involvement might 
be in the right heart. He had apparently no fever 
when first admitted to the hospital. He had no 
peripheral emboli or petechiae. Again, the right 
side of the heart might be involved. We frequent- 
ly have cases which show one or more of these 
exceptions, but we can hardly have all of them. 
I feel that the odds against this diagnosis are too 
great. There are no obvious lesions of dermato- 
myositis, and no positive evidence of acute lupus. 

There is one condition that I finally arrived at 
which seemed to come nearest to fitting the speci- 
fications in this case: periarteritis nodosa. This is 
a diffuse, fatal, febrile disease which may involve 
the central nervous system, the muscles, the bones, 
the lungs and the kidneys. The tender spots fit 
in, as well as the hypertension. It is true that 
there are no nodules and no skin lesions. The pa- 
tient had no eosinophilia, and it is more usual 
to have involvement of the peripheral rather than 
the central nervous system, and a more advanced 
degree of renal failure might be expected. A leuko- 
cytosis is the rule in this disease, and I can find 
no report of actual depression of the white cells. 
Anemia as severe as in this case has been reported. 
I should like to offer this diagnosis in spite of the 
discrepancies that I have mentioned. As a matter 
of fact, there seem to be discrepancies in every di- 
agnosis I can think of. The question comes up 
whether periarteritis nodosa could explain the ul- 
cer. I do not see how it could, but some of the 
later gastrointestinal symptoms might be the result 
of periarteritis nodosa rather than of ulcer. I as- 
sume that he died of a terminal pneumonia. 

Dr. Tracy B. Matxory: It was a very puzzling 
case. I doubt if the men who saw him on the 
ward felt very sure of any diagnosis. 

Dr. Bauer: I agree. It is an excellent example 
of the old saying that psychoneurotics do die and 
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when they die they have more than psychoneurosis. 
Fortunately or unfortunately I saw this man for 
some two months while on the ward visit. He 
was there when I arrived and when I left. Many 
physicians had seen him and various diagnoses 
were made. Many of these physicians were quite 
certain that his symptoms were largely due to 
psychoneurosis. As time passed it became more 
obvious that he was extremely ill and suffering 
from a fatal disease. The diagnosis most common- 
ly made was that of gastric ulcer and psycho- 
neurosis. He was supposed to have improved 
greatly following the first lumbar puncture. | 
can frankly say that when he died I was not cer- 
tain as to the exact cause of death. I personally 
held out for a diagnosis of lymphoma. I thought 
that he had very extensive bone-marrow involve- 
ment and that this explained most of the things 
that he complained of. I was going on the as- 
sumption that he had another disease, namely a 
benign gastric ulcer. My final diagnosis if I had 
had to make one at the time I left the ward would 
have been that this man was dying of lymphoma 
and in addition had a gastric ulcer. 


Dr. Hampton: There was one bit of evidence 
that we saw after a postmortem film was taken. 
I do not know the entire answer, but know part 
of it. In the lateral view of the chest there was 
a partial collapse of the left lower lobe. I could 
not get Dr. Castleman to see it very plainly. He 
thought it was indefinite so I did not mention it 
today. This shadow here is all that we have in 
the picture to point to a primary lesion in the 
bronchus, and I did not think that was enough. 

Dr. Wyman Ricuarpson: That gives me cour- 
age to add my diagnosis. I suggest the possibility 
of bronchiogenic carcinoma with metastases to the 
brain and bone marrow. Against the diagnosis of 
metastatic cancer of the bone is the fact that 
there is very little evidence of marrow activity — 
nucleated red cells and so on. 

Dr. Hampton: Five months of metastases to 
bone without a visible change in the x-ray is hard 
to explain. 

Dr. Bauer: We entertained all sorts of pos- 
sibilities as an explanation of the bone pain. I 
often thought the skeletal pain he complained 
of was not so severe as the patient led us to 
believe. We entertained the diagnosis of gener- 
alized pulmonary osteoarthropathy and other diag- 
noses to explain these symptoms. However, the 
x-ray department was never very accommodating, 
and we always had to drop our many diagnostic 
suggestions. 

There were never any findings, as I saw him 
from day to day, to suggest periarteritis nodosa. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


July 28, 1938 


He gave no history of real cardiac, abdominal or 

leg pain. I have always thought that most of the 

cerebral symptoms of periarteritis nodosa were 

due to an associated subarachnoid hemorrhage. 
Dr. SHort: Very often, yes. 


Dr. Bauer: He never had any skin lesions or 
eosinophilia. We have very little to suggest a diag- 
nosis of periarteritis nodosa. 


I do not know why the blood smears are not 
consistent with widespread bone-marrow involve- 
ment, which may or may not be due to lymphoma. 
Why are they not? Attending physicians and 
house officers are not always the best hematologists. 
We undoubtedly overlook young red cells and 
myeloblasts from time to time. One has to take 
all these facts into consideration in reviewing this 
case. I certainly should not offer my hematological 
diagnoses based on blood smear as always being 
correct, and I believe the house officers feel the 
same way. I thought the gradual fall of both red 
and white blood cells was very good evidence for 
extensive replacement of normal-functioning bone 
marrow. 

Dr. Mattory: I made an effort yesterday to try 
to find that blood smear but it had unfortunately 
been discarded. I think it must have had nucleated 
red cells in it. 


CurnicaL DIAGNosEs 


Lymphoma, with central-nervous-system involve- 
ment (? Hodgkin’s disease, ? lymphosar- 
coma). 

Gastric ulcer. 

Bronchopn ni 


Dr. Suort’s 


Periarteritis nodosa. 
Gastric ulcer. 
Bronchxc pn oni 


ANATOMICAL DraGNosEs 


Carcinoma of the stomach, with metastases to 
lung, liver, adrenal and bone marrow. 

Myelophthisic anemia. 

Bronchopneumonia. 

Operative scar: appendectomy. 

Peritonitis, chronic fibrous. 


PaTHOLocIcAL Discussion 


Dr. Mattory: At the time of autopsy we were 
still quite puzzled. We found this large ulcer of 
the stomach, and it looked and felt benign. We 
found several little nodules of tumor tissue in the 
lung, one of which apparently did surround a 
rather small bronchus, and we found grossly some 
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changes in the bone marrow. We investigated some 
plaques on the surface of the brain that did not 
look like tumor. The best guess we could make, 
and the way we signed the death certificate, was 
metastatic carcinoma, probably primary in the 
lung. Microscopic examination, however, dis- 
proves that. There is obvious cancer in the wall 
of the ulcer of the stomach, so there is no question 
but that the lesions in the lung are metastatic, not 
primary. Every inch of the vertebral and sternal 
marrow was taken up with metastatic carcinoma. 
The spleen was filled with erythroblasts and nor- 
moblasts, and such blood as he was forming must 
have been produced to a considerable degree in 
the spleen. Under the circumstances I think there 
must have been nucleated red cells in the peripheral 
blood. Perhaps in the last three or four weeks 
they might have been found if repeated examina- 
tions had been made. The case knocks the props 
out from under a good many things that we have 
thought were pretty reliable; such as, an ulcer of 
five years’ duration is benign, an ulcer that heals 
under dietary treatment is not malignant, and a 
metastatic cancer in the lung does not disappear 
under x-ray treatment. 


Dr. Hampton: 
moreover! 


Dr. Donatp S. Kine: That is the second case 
we have had. You gave me one a while ago. 

Dr. Hampton: Can you argue that because the 
ulcer did not completely disappear it was malig- 
nant? It never disappeared. I should like to be 
able to believe that. 

Dr. Matrory: A good many people carry ul- 
cers for twenty years. 

Dr. RicHarpson: I should like to emphasize 
that on the medical wards we are altogether too 
prone to treat a gastric ulcer conservatively and to 
take the attitude that if it shows signs of healing it 
is benign. I think this case very definitely empha- 
sizes that such an attitude is incorrect. 

Dr. Bauer: I think this is the type of case we 
should ask Dr. Benedict to examine with the 
gastroscope. If we did so oftener, we should make 
fewer mistakes. 


A Puysictan: Were there any metastases in the 
brain? 


Dr. Mattory: 


With a small dose of radiation 


No. 


CASE 24302 
PRESENTATION OF CASE 


An eighty-nine-year-old, white, American woman 
was under observation for a period of seven months 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


133 


for gastrointestinal disorders and gradually increas- 
ing weight loss. 


Eight years before the onset of her illness she 
was seen at an outside hospital where a diagnosis 
of multiple keratoses on both sides of the face was 
made. During the next four years she was given 
radium treatment, and during her last admission 
there a diagnosis of epidermoid carcinoma was 
made on two lesions, one on the left cheek and 
one on the right neck. No biopsy was taken, and 
no further treatment was given. 


She was comparatively well until seven months 
before death, when she began to have vague gastro- 
intestinal discomfort and noted some weight loss. 
She had no nausea, vomiting, hematemesis or true 
abdominal pain. One month later she began to 
have rheumatic pain in the left arm and side and 
took atophan, with some relief. About that time 
a barium-enema x-ray examination of the colon 
showed several small diverticula but no other evi- 
dence of disease. 


During the next two months her gastrointestinal 
discomfort became more marked, and she began 
to have marked constipation. Except for a radia- 
tion dermatitis on the left cheek her physical ex- 
amination had been essentially negative, but about 
three months before death a small soft-tissue mass 
became palpable on the lateral inferior portion 
of the right chest. A few weeks later she began 
to complain of severe pain in the lower part of 
the right upper arm. An x-ray of the right arm 
showed a large soft-tissue mass involving the 
lower arm close to the elbow, with a questionable 
area of decreased density in the lower end of the 
humerus. An x-ray of the chest showed diffuse 
prominence of the lung markings, and in the right 
lower thoracic wall there was a soft-tissue mass 
with thickening of the pleura at the right base. 
There was also rarefaction of the sternal end of 
the left clavicle. 3 

A few days after the x-rays were taken she 
suffered a painful pathologic fracture of the lower 
end of the right humerus. From that time on 
she ran a steadily downhill course until her death 
six weeks later. She lost weight rapidly and was 
unable to eat anything except very bland foods. 
She had very marked constipation so that bowel 
movements could only be obtained by enemas. 
She still had no true abdominal pain or vomiting, 
and she never had any cardiorespiratory or genito- 
urinary symptoms, and no jaundice. ‘ 

Laboratory examination showed a normal urine; 
it contained no Bence-Jones protein or melanin. 
The blood showed only a mild hypochromic 
anemia, and the total protein of the blood serum: 
was normal. 


q 
q 


DIFFERENTIAL DIAGNOSIS 


Dr. CuHanninc C. Simmons: It is difficult for 
me to make a diagnosis on the data presented. 
This patient’s previous history is negative except 
for a clinical diagnosis of epidermoid carcinoma 
of the skin of the face, treated by radium. Cer- 
tain other data are essential. We have no descrip- 
tion of the character of the soft-tissue tumors — 
whether they were hard, soft, adherent to the skin, 
and so forth. In the general physical examination 
no mention is made of the presence of enlarged 
lymph nodes, whether masses were felt in the abdo- 
men or whether rectal examination was done. 
Certain laboratory data seem to be lacking. I 
should like to know whether the blood calcium 
and phosphorus were normal. The gastrointes- 
tinal tract was said to be negative. I should also 
like to see more x-rays of the spine, pelvis and 
skull and of the arm after the fracture. 


X-Ray INTERPRETATION 


Dr. Ausrey O. Hampton: We have a fair ex- 
amination of the pelvis and lumbar spine on these 
films of the colon taken six months before death. 
They show no gross evidence of disease, and in 
the chest plate the ribs are fairly well demon- 
strated. I do not see any gross destruction in 
the ribs, in the sternal end of the left clavicle or 
in the humerus. There is a suspicious area in 
the ulna, but I do not believe that it signifies dis- 
ease. We have no absolute, definite evidence of 
multiple bone lesions. The most definite lesion 
is in the humerus, but I cannot even be certain 
of that. This is the most recent film taken two 
months before death. She was an elderly woman 
with osteoporosis, and all the bones look thin. 
Did they describe two lesions that they were sure 
of in the x-ray report? 

Dr. Simmons: A pathologic fracture has been 
mentioned, but the film is not here. 


Dr. Hampton: This is the lesion they could be 
sure of — thickening of the pleura in the region 
of the mass on the chest. The rib in that area 
is not seen, so that it could be involved. The 
bone destruction is not so obvious as the soft-tissue 
mass. There appears to be a slight periosteal re- 
action in the humerus at the site of the tumor 
mass. 


Dr. Wirtitiam B. Breep: Where is the tumor 
mass? 


Dr. Hampton: It is apparently around the el- 
bow at the lower end of the humerus. This area 
represents bone destruction,—a very indefinite 
area of rarefaction above the center of the tumor 
mass, — it seems to me. 
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DiacGNosis (continued) 


Dr. Simmons: As I said before, I should like 
In 
a woman of this age one has to think of primary 
bone tumors, secondary bone tumors, skeletal dis- 
eases, diseases in the lymphoma group, inflam- 
matory diseases and syphilis. In the lymphoma 
group one usually gets multiple lesions in bone 
and soft parts at the same time. Of the primary 
bone tumors osteogenic sarcoma is extremely rare 
at her age unless associated with Paget’s disease, 
and I see no evidence for this. There is nothing 
suggesting giant-cell tumor, and I have never seen 
a Ewing sarcoma in a woman of this age. Plasma- 
cell tumor has to be considered, but the serum 
protein was normal and the x-ray picture is not 
characteristic. Metastatic tumor of the bone 1s 
much commoner in women of her age, and in that 
group carcinoma of the breast or thyroid and tu- 
mors of the kidney are the commonest primary tu- 
mors. There is no evidence of trouble with her 
urinary tract, although an intravenous pyelogram 
was not taken; even with that it is sometimes im- 
possible to demonstrate a tumor of the kidnev. I 
do not believe that lymphoma can be ruled out. 
That would depend somewhat on the character of 
the soft-tissue tumors; however, there are no char- 
acteristic x-ray pictures. 

In regard to the skeletal diseases one does not 
expect to find osteitis fibrosa cystica in a woman 
of this age, and there is nothing to suggest Pagct’s 
disease. 

I should be inclined to consider this case as one 
of diffuse disease due either to a tumor of the 
lymphoma group or, what is more probable, to 
metastatic tumor with the primary site unknown. 
Carcinoma of any part of the body, as I said be- 
fore, will occasionally give metastases of this char- 
acter, although gastrointestinal carcinoma with 
metastases to bone is relatively rare. I shall not 
make a diagnosis. 


CunicaL Dracnosis 


Melanotic sarcoma of the left cheek with mul- 
tiple bone metastases. 


Dr. Simmons’s DiAaGNosEs 
Lymphoma? 
Metastatic carcinoma, source unknown? 


ANATOMICAL D1aGNosEs 
Hepatoma, with metastases to lungs and skeleton. 
Cholelithiasis. 

Cholecystitis, slight chronic. 
Arteriosclerosis, moderate, aortic and coronary. 
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Discussion 


Dr. Tracy B. Matiory: I think Dr. Simmons 
went just about as far as possible on the evidence 
that we have in this case. It was simply a ques- 
tion of betting according to the probabilities of 
behavior of various types of metastatic tumor. I 
do not believe that any information could have 
been given which would have made the diagnosis 
more definite, because the tumor was a very un- 
usual one in some respects. One of the types of 
carcinoma that metastagizes with very considerable 
regularity to bone is a primary hepatoma —a pri- 
mary carcinoma of the liver cells. It is, however, 
a relatively rare tumor and very seldom occurs 
in this country except in people who have long- 
standing cirrhosis of the liver. This patient had 
no cirrhosis but did have a characteristic hepatoma, 
with metastases to the lungs and throughout the 
osseous system. I think a possible explanation of 
the fact that she developed this rare tumor with- 
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out preceding cirrhosis lies in her age. She had 
already had two separate tumors, presumably 
malignant, and here is a third cancer. I some- 
times hear it said that a patient outlives the 
cancer age. We know that such a statement is 
definitely untrue. As age advances, the frequency 
of multiple cancers greatly increases. 


Have you anything to add, Dr. Simmons? 

Dr. Simmons: I do not remember the exact 
figures, but in a study of a group of cases at the 
Huntington Hospital, a patient with cancer in one 
place has about sixteen times greater chance of 
dying of cancer in some other organ than a pa- 
tient without it, the figures being corrected for 
age group. The average age of patients with 
cancer of the mouth is fifty-six and the frequency 
of the disease is said to drop off after that, but 
if the figures are corrected for the age group the 
incidence steadily increases. 

A Puysictan: Was there a lesion in the clavicle? 


Dr. Mattory: Yes, and in the ribs. 
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NATIONAL HEALTH CONFERENCE 


Wuart happened at the National Health Confer- 
ence called last week in Washington has an imme- 
diate significance to the medical profession that 
transcends all professional controversy concerning 
either the need for or the ways and means of im- 
proving medical care. 


The composition and purpose of the conference 
were clearly described by Miss Roche, chairman of 
the governmental Interdepartmental Committee to 
Co-ordinate Health and Welfare Activities, in her 
opening address. 

Some of you are members of that greatest of pro- 
fessions, the medical profession — greatest because of 


its dedication to the saving and improving of human 
life and health. Some of you represent millions of 


Americans who labor in our industries and agricul-_ 


ture; some of you, the millions who seek, still vainly, 
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the right to labor —anywhere. Some of you come 
from our schools and universities. Some of you rep- 
resent civic and public organizations seeking to ad- 
vance health and welfare programs. Some of you 
represent the vital forces of public information — 
motion pictures, the radio and the press. . . . We 
gather to consider the health needs of the nation and 
our responsibility for meeting them. . . . 


“I hope,” said Dr. Parran, surgeon general of the 
United States Public Health Service, “there will 
flow from this conference a substantial unanimity 
of opinion, both as to the ultimate objectives and 
the next practical steps which we as a nation can 
take to bring better health to every citizen.” 


The program recommended by the governmental 
Technical Committee on Medical Care, a summary 
of which is printed elsewhere in this issue of the 
Journal, was placed before the conference to stim- 
ulate and orient general discussion. Some indica- 
tion of its nature may be conveyed by stating that 
it in general conforms to the recommendations of 
the Committee on the Costs of Medical Care, pub- 
lished in 1932. During the conference, but little 
attention was paid to the governmental program; 
detailed consideration of the many problems raised 
therein had preceded the conference and will con- 
tinue without doubt to demand study for years to 
come. Dr. Abell, president of the American Medi- 
cal Association, referred to the danger of hasty 
action and called attention to the added informa- 
tion that would be available from the survey the 
association is now making. 


The immediate significance of the conference to 
the medical profession lies in the extraordinary de- 
gree in which the subsequent speeches fulfilled 
Dr. Parran’s hope. With a unanimity that was 
striking, one after the other of the individual mem- 
bers, who in the aggregate represented the votes 
of many millions, told the Government and the 
medical profession in no uncertain terms: that 
surveys already in existence show, beyond all doubt, 
great health needs in the lower income groups and 
in the rural districts of the country; that these in- 
adequacies cannot be met by physicians alone but 
must be met by such concerted public action as can 
be obtained only through governmental organiza- 
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tion and authority; and that the time for action 
is at hand. 

As dramatic as the unanimity of public opinion 
on these needs was the appeal of the American 
Federation of Labor for the medical profession to 
see the handwriting on the wall and to guide its 
course accordingly. 

Apparently the minds of the people are made 
up. They need no further survey to learn what is 
wrong with their medicine. To these people the 
principles with which the American Medical Asso- 
ciation has been so concerned have ignored their 
needs and checked useful experiments in the im- 
provement of the medical services that affect them. 
To them medicine based on a personal family- 
physician relation and direct cash payment for 
medical services at the time the service is rendered 
is beside the point, since the majority never have 
enjoyed —and probably never will—the luxury 
of such medicine. Mr. Pressman, counsel for the 
Committee for Industrial Organization said: 

It is our feeling that at the present time the private 
agencies that have control of our health administration 
in this country simply cannot administer the kind 
of a program that we contemplate. It is true, as 
indicated here by some of our previous speakers, that 
the doctors of this country have sacrificed their lives, 
have given considerable effort to perform a public 
service, and when I criticize the private medical asso- 
ciations in this country I do not criticize the private, 
the individual doctors. Of course the individual 
doctors have sacrificed themselves, and desire to sac- 
rifice themselves even further, but I have very little 
patience with . . . the medical associations .. . 
that are not giving heed . . . to the poor people 
who need the health service. 

In reality much of the apparent conflict between 
the American Medical Association and these many 
people results from the fact that the sides are not 
discussing quite the same thing. An understand- 
ing of just this point might resolve much conflict. 

The extent and unanimity of the demand voiced 
at the conference almost certainly assures its con- 
sideration by all political parties. As laws are 
introduced into federal and state legislatures that 
might well result in injury to the real interests of 
the profession, its co-operation and leadership will 
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be required. In the meantime the profession 
should concern itself with putting its own house 
in order so that coincident with any extension of 
medical services it may defend successfully the 
quality of the medical service that is rendered. This 
is the challenge before us. No stone should be left 
unturned in our effort to meet it. 


HOME, SWEET HOME 


Aw Englishman’s home is his inviolable castle, 
or at least so we have been taught in the late 
lamented past, and the English-speaking portions 
of North America have always derived a degree 
of satisfaction from believing that they, too, could 
share this democratic heritage. No matter how 
strong a citadel of safety the American home may 
be from the political point of view, however, sta- 
tistics, the other ruling factor in our lives, show 
that it is far from safe from the purely physical 
angle. 

Indeed, so dangerous a place is our terrestrial 
refuge, the Metropolitan Life Insurance Company 
would have us know, that an average of one per- 
son dies every fourteen minutes as a result of a 
home accident or at the rate of four and a third 
per hour, or nearly one hundred and three a day. 
In addition, one person is permanently disabled 
every three minutes, and one is temporarily dis- 
abled every six seconds. 

The majority of these accidents are the result 
of ignorance or carelessness, and it would well re- 
pay anyone’s time to secure a copy of the com- 
pany’s pamphlet, entitled “How Safe Is Home?” 
and check up on his own domestic equipment 
room by room, and his own habits. The dual 
pictures in red and gray will add flavor to the 
inspection; each shows a room with various causes 
of accidents portrayed. By placing over it a red 
transparency, the faults are eliminated and the 
correct usage or the proper equipment appears. 

Seen through this transparency (we trust not 
celluloid), the curtain blowing over the gas range 
is sedately tied back; the tea kettle is spouting 
toward the wall instead of into the room; the 
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housewife is reaching the top shelf of the cup- 
board from a sturdy stepladder, instead of being 
caught in the act of falling from a collapsible stool. 
There is a screen in front of the living-room fire, 
the scissors and the pincushion have disappeared 
from the sofa, and the electric train from the 
floor; father no longer turns out the bathroom 
light with one hand in a washbowl full of water 
and his foot on the electric-heater cord; little 
Johnny refrains from reaching for a bottle marked 
with skull and crossbones, because the bottle has 
disappeared from the low table on which it original- 
ly rested; the toy truck is gone from the unlighted 
and railless cellar stairs; and the garden rake, for- 
merly teeth up upon the sidewalk, now hangs on 
the garage wall. 

The advice to modern German youth to live dan- 
gerously could be carried out nowhere so well as 
in the modern home. How strange that seeing its 
dangers red could eliminate them! 


MASSACHUSETTS MEDICAL SOCIETY 
SECTION OF OBSTETRICS 
AND GYNECOLOGY 

Raymonp S. Titus, M.D., Secretary 


330 Dartmouth Street 
Boston 


CENTRAL PLacenta Previa 


Cast History No. 82. 


Mrs. M. J., a thirty-eight-year-old multipara, was 
admitted to the hospital October 19, 1933, because 
of vaginal bleeding. She was not in labor, and ap- 
proximately thirty weeks pregnant. The patient 
was awakened at 3 a. m. to find the bed and her 
night clothing saturated with blood. She tele- 
phoned her physician who came immediately and 
did a rectal examination. Following this manipu- 
lation the patient had another sudden gush of 
blood per vaginum. She felt weak and fainted. 
The physician packed the vagina from a package 
of gauze which he had in his bag. An ambulance 
was called, and the patient admitted to the hospital 
at 7 a. m., four hours after the original hemorrhage. 

The family history was not taken. The patient 
had always been well except for the usual child- 
hood diseases. There was no history of any serious 
medical disease or of operations. She had been 
married six years, and during this period there 
had been three full-term normal pregnancies and 


A series of selected case histories by members of the section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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one miscarriage at three months. The present 
pregnancy had been normal throughout. Her last 
period was March 20, making her due Decem- 
ber 25. 

On admission to the hospital, physical examina- 
tion showed a patient in extremis. The mucous 
membranes were blanched, the patient was gasping 
with air hunger, and the pulse was imperceptible 
at the wrist. On taking the blood pressure some 
faint sounds were heard at 30 mm. of mercury. 
The heart sounds were weak, and the rate was 160. 
Before removing the patient’s clothing, an intra- 
venous infusion of 10 per cent glucose solution was 
started. As the husband’s blood was incompatible, 
several professional donors were summoned, but 
before transfusion could be started the patient died. 

Autopsy permission was refused, but a postmor- 
tem vaginal examination showed the cervix to be 
slightly dilated with the internal os entirely cov- 
ered by what was presumably placenta. Some of 
this tissue was removed, and microscopical study 
was confirmatory. 


Comment. It is very uncommon for the initial 
bleeding to be so great that death follows as quickly 
as it did in this case. It would be very interesting 
to know if there had been some irregular bleeding 
previous to the terminal hemorrhage. 

This case illustrates the dangers of attempting 
the examination or treatment of bleeding cases at 
home. Any case of bleeding during the latter tri- 
mester of pregnancy should be immediately hos- 
pitalized. The danger of a fatal hemorrhage en 
route to the hospital is infinitely less than that of 
attempts at examination or treatment at home. 

Some men feel so strongly that they make it a 
practice never to make rectal examinations on 
bleeding cases. All examinations, whether they 
be rectal or vaginal, should be done gently, and if 
rectal examinations are done with proper dis- 
cretion, it seems likely that they can be very helpful 
in making a diagnosis and at the same time be 
harmless. Of course, if the examination is not 
done with proper care, as in this case, inestimable 
harm may follow. Furthermore, if the patient is 
at home and bleeding occurs under such circum- 
stances, the physician is in no position to cope 
with it. It is only by observing a few fundamental 
precautions that many preventable deaths in the 
bleeding group can be averted. 


DEATHS 


HAWES — Joun B. Hawes, 2p, M.D., 330 Dartmouth 
Street, Boston, died July 20. He was in his sixty-first 
year. 

Born in Montclair, New Jersey, Dr. Hawes came to the 
vicinity of Boston as a young boy and attended the New- 
ton High School and Cambridge Latin School. He 
graduated from Harvard College in 1900 and from Har- 
vard Medical School in 1903 and interned at the Massachu- 
setts General Hospital. 
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He soon became interested in tuberculosis, and main- 
tained this interest throughout his life. Largely through 
his efforts the first tuberculosis clinic in Boston was es- 
tablished in 1907. He was the author of numerous ar- 
ticles concerning tuberculosis and other pulmonary dis- 
eases, and had written several books on medical subjects 
which were intended for lay reading. He was active for 
many years in the organizations around Boston concerned 
with the control of tuberculosis, and at the time of his 
death was president of the Boston Tuberculosis Associa- 
tion and a director of the Massachusetts Tuberculosis 
League. He was a former member of the Department ot 
Medicine, Harvard Medical School, and of the medical 
staff of the Massachusetts General Hospital, and a lung- 
disease consultant for the United States Veterans’ Bureau. 

He was a member of the Massachusetts Medical Society, 
American Medicai Association and American Clinical and 
Climatological Association, having served as president of 
the latter in 1936. He belonged to the Union Boat Club, 
the St. Botolph Club and The Country Club (Brookline). 

His widow and a son survive him. 


DAVIDSON — Kattman M. Davinson, M.D., of 193 
Humboldt Avenue, Roxbury, died July 22. He was in his 
seventy-seventh year. 

Born in Russia, Dr. Davidson was educated at Koenigs- 
burg, Germany, and when a young physician came to 
Boston. At the time of his death he was consulting phiysi- 
cian at the Beth Israel Hospital. 

Dr. Davidson was a member of the Massachusetts Medi- 
cal Society and the American Medical Association and a 
fellow of the American College of Physicians. 

A daughter and four grandchildren survive him. 


MISCELLANY 
A NATIONAL HEALTH PROGRAM 


A SUMMARY* OF THE PROGRAM RECOMMENDED BY THE TECH- 
NICAL COMMITTEE ON MEDICAL CARE TO THE INTERDE- 
PARTMENTAL COMMITTEE TO CO-ORDINATE HEALTH AND 
WELFARE ACTIVITIES AND PRESENTED TO THE PRESIDENT 
FEBRUARY 14, 1938 


The Technical Committee's study of health and medical 
services in the United States indicates that deficiencies in 
the present health services fall into four broad categories. 


1. Preventive health services for the nation as a whole 
are grossly insufficient. 

2. Hospital and other institutional facilities are inade- 
quate in many communities, especially in rural 
areas, and financial support for hospital care and 
for professional services in hospitals is both insufh- 
cient and precarious, especially for services to 
people who cannot pay the costs of the care they 
need. 

3. One third of the population, including persons 
with or without income, is receiving inadequate 
or no medical service. 

4. An even larger fraction of the population suffers 
from economic burdens created by illness. 


The committee submits a program of five recommenda- 
tions for meeting with reasonable adequacy existing de- 
ficiencies in the nation’s health services. Estimates of the 
total additional annual costs to federal, state and local 

*Reprinted from the official booklet distributed to those attending the 


National Health Conference, Washington, District of Columbia, July 18, 
19 and 20, 1938. 
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governments of Kecommendations 1, I] and III are also 
submitted. The committee does not suggest that it is 
practicable to put into effect immediately the maximum 
recommendations. It contemplates a gradual expansion 
along well-planned lines with a view to achieving opera- 
tion on a full scale within ten years, Except in so far 
as they overlap and include portions of the first three rec- 
ommendations, Recommendations IV and V_ involve 
chiefly a revision of present methods of making certain 
expenditures, rather than an increase in these expendi- 
tures. 


RECOMMENDATION I: EXPANSION OF PUBLIC HEALTH AND 
MATERNAL AND CHILD HEALTH SERVICES 


The committee recommends the expansion of existing 
co-operative programs under Title VI (Public Health 
Services) and Title V (Maternal and Child Health Serv- 
ices) of the Social Security Act. 

A. Expansion of General Public Health Services (Title 
VI): Fundamental to an expanding program of preven- 
tive health services is the strengthening and extension of 
organized public health services in the states and in local 
communities. It is recommended that federal participa- 
tion in the existing co-operative program should be in- 
creased with a view toward equalizing the provision of 
general public health services throughout the nation. The 
committee further recommends that increasing federal par- 
ticipation be utilized to promote a frontal attack on. cer- 
tain important causes of sickness and death for the con 
trol of which public health possesses effective weapons. . 

The committee tentatively estimates that, at its peak, 
an adequate program of expanded public health service 
would require additional annual expenditures by federal, 
state and local governments of $200,000,000 for these pur- 
poses: strengthening of public health organization; the 
eradication of tuberculosis, venereal diseases and malaria; 
the control of mortality from pneumonia and from can- 
cer; mental hygiene and industrial hygiene. The commit- 
tee recommends that approximately one-half of these in- 
creased funds be provided by the federal government. 

B. Expansion of Maternal and Child Health Services 
(Title V): Included in this part of the recommended 
program are provisions for medical and nursing care of 
mothers and their newborn infants; medical care of chil- 
dren; services for crippled children; consultation services 
of specialists; and more adequate provisions for the post- 
graduate training of professional personnel. The objec- 
tive sought in this phase of the committee’s proposed pro- 
gram is to make available to mothers and children of all 
income groups and in all parts of the United States mini- 
mum medical services essential for the reduction of our 
needlessly high maternal mortality rates and death rates 
among newborn infants, and for the prevention in child- 
hood of diseases and conditions leading to serious dis- 
abilities in later years. 

The committee recommends a gradually expanding pro- 
gram reaching at least by the tenth year a total additional 
expenditure of $165,000,000, distributed as follows: 


Maternity care and care of newborn infants ......... $95,000,000 
Services for crippled children.....................85- 10,000,000 


The committee recommends that approximately one-half of 
the cost of the expanded program should be met by the 
federal government. 


RECOMMENDATIONS II, IIT AND IV: EXPANSION OF MEDICAL 
SERVICES AND FACILITIES 


The committee has also explored the adequacy of serv- 
ices for the sick, the sickness experience of and the receipt 
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of professional and hospital services by broad groups of the 
population. The committee finds that the needs for diag- 
nostic and therapeutic services to individuals are greatly 
in excess of such accomplishments as might be effected by 
a strengthened program of preventive services — impor- 
tant as such services may be as a first step. Indeed, it has 
been recognized in Recommendation I that certain impor- 
tant causes of sickness and death require for their eradi- 
cation or control the application of diagnostic and ther- 
apeutic procedures through services to individuals in 
need of such care. 

The committee finds that current practices in the pro- 
vision of medical services and facilities fall far short of 
meeting these needs. It has taken account of personnel 
and facilities, financial support of services required by 
persons who are themselves unable to pay for the care they 
need, the sickness burdens of self-supporting persons, 
methods of paying for medical care and of assuring income 
for workers who are disabled by sickness. It finds that 
these needs warrant an expansion of medical services and 
facilities on a broader front than that contemplated in 
Recommendation | alone. 


RECOMMENDATION II: EXPANSION OF HOSPITAL FACILITIES 


The Technical Committee has made a special study of 
deficiencies in existing hospital and other institutional 
facilities. It is impressed with the increasing part which 
hospitals play, year after year, in the health and sickness 
services. Without adequate hospitals and clinics, it is 
impossible to provide many of the important services 
which modern medicine can furnish. 

The committee finds hospital accommodations and hos- 
pital organization throughout the country ill-adapted to 
the varying needs of people living under different social, 
economic and geographical circumstances. In_ hospitals 
offering general care, the percentage of beds supported by 
patients’ fees is out of proportion to the ability of the popu- 
lation served to pay, hence many general hospital beds are 
empty a large part of the time. Conversely, there are too 
few low-cost or free beds to satisfy the needs. By far the 
greater majority of these are found in our large metro- 
politan centers. There are wide areas —some 1300 coun- 
ties — having no registered general hospitals; others are 
served only by one or two small proprietary institutions. 
Only in large city hospitals have outpatient clinics been 
developed to any considerable extent; governmental tu- 
berculosis sanatoriums and mental institutions tend to be 
overcrowded, or are otherwise restricted in funds or per- 
sonnel for rendering the community service which they 
should be equipped to give. 

The committee recommends a ten-year program provid- 
ing for the expansion of the nation’s hospital facilities by 
the provision of 360,000 beds-—in general, tuberculosis, 
and mental hospitals, in rural and in urban areas — and 
by the construction of 500 health and diagnostic centers 
in areas inaccessible to hospitals. These new hospitals or 
units would require financial assistance during the first 
three years of operation. Special federal aid for this 
purpose is suggested. 

Averaged over a ten-year period, the total annual cost 
of such a program, including special three-year grants for 
maintenance of new institutions, is estimated at $146,050,000 
divided as follows: 


CONSTRUCTION MAINTENANCE (3-yR.) 


General and special...... $63,000,000 $21,600,000 
Tuberculosis ........... 15,000,000 6,000,000 
Diagnostic centers...... 150,000 — 
Total average annual cost - $110,650,000 $35,400,000 
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The committee recommends that approximately one-half 
of this total annual cost be met by the federal government. 
It points out that a hospital construction program should 
not be undertaken unless there is a concurrent program to 
give continuing aid toward the cost of free services such 
as is included in Recommendation III. 


RECOMMENDATION III: MEDICAL CARE FOR THE MEDICALLY 


NEEDY 


The committee is impressed with the evidence now avail- 
able that one third of the population which is in the lower 
income levels is receiving inadequate general medical serv- 
ice. This applies to persons without income and support- 
ed by general relief and to those being supported through 
old-age assistance, aid for dependent children, or work re- 
lief, and also to families with small incomes. These peo- 
ple are doubly handicapped. They have higher rates of 
sickness and disablement than prevail among groups with 
larger incomes, and they have lesser capacities to buy and 
pay for the services they need. Current provisions to assist 
these people —though generously given in many state 
and local governments by voluntary organizations and by 
professional practitioners — are not equal to meet the need. 

The committee recommends that the federal government, 
through grants-in-aid to the states, implement the provision 
of public medical care to two broad groups of the popu- 
lation: (1) those for whom local, state or federal govern- 
ments, jointly or singly, have already accepted some respon- 
sibility through the public assistance provisions of the So- 
cial Security Act, through the work relief programs or 
through provision of general relief; (2) those who, though 
able to obtain food, shelter and clothing from their 
own resources, are unable to procure necessary medi- 
cal care. It is estimated that, on the average, $10 per 
person annually would be required to meet the minimum 
needs of these two groups for essential medical services, 
hospitalization, and emergency dentistry. This part of the 
program might be begun with the expenditure of $50,000,- 
000 the first year and gradually expanded until it reaches 
the estimated level of $400,000,000 which would be needed 
to provide minimum care to the medically needy groups. 
The committee recommends that one-half of the total an- 
nual costs be met by the federal government. 


RECOMMENDATION IV: A GENERAL PROGRAM OF MEDICAL CARE 


The committee directs attention to the economic burdens 
created by sickness for self-supporting persons. There is 
need for measures which will enable people to anticipate 
and to meet sickness costs on a budget basis. 

No conclusion has emerged more regularly from studies 
on sickness costs than this: the costs of sickness are burden- 
some more because they fall unexpectedly and unevenly 
than because they are large in the aggregate for the nation, 
or, on the average, for the individual family. Except in 
those years when unemployment is widely prevalent, sick- 
ness is commonly the leading cause of social and economic 
insecurity. Without great increase in total national expen- 
diture, the burdens of sickness costs can be greatly reduced 
through appropriate devices to distribute these costs among 
groups of people and over periods of time. 

The committee recommends consideration of a compre- 
hensive program designed to increase and improve medical 
services for the entire population. Such a program would 
be directed toward closing the gaps in a health program 
of national scope left in the provisions of Recommenda- 
tions I and III. To finance the program, two sources of 
funds could be drawn upon: (a) general taxation or spe- 
cial tax assessments, and (b) specific insurance contribu- 
tions from the potential beneficiaries of an insurance sys- 
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tem. The committee recommends consideration of both 
methods, recognizing that they may be used separately or 
in combination. 

Such a program should preserve a high degree of flexi- 
bility, in order to allow for individual initiative, and for 
geographical variations in economic conditions, medical 
facilities, and governmental organization. It should pro- 
‘vide continuing and increased incentives to the develop- 
‘ment and maintenance of high standards of professional 
preparation and professional service; it should apportion 
costs and timing of payments so as to reduce the burdens 
of medical costs and to remove the economic barriers which 
now militate against the receipt of adequate care. 

Planning for a program of medical care of a magnitude 
to serve the entire population essentially must be ap- 
proached as an objective to be fully attained only after some 
‘years of development. The role of the federal govern- 
‘ment should be principally that of giving financial and 
technical aid to the states in their development of sound 
programs through procedures largely of their own choice. 


RECOMMENDATION V: INSURANCE AGAINST LOSS OF WAGES 
DURING SICKNESS 


The committee recognizes the importance of assuring 
‘wage earners continuity of income through periods of dis- 
ability. A disability compensation program is not neces- 
sarily part of a medical care program, but the cost of com- 
pensating for disability would be needlessly high if wage 
earners generally did not receive the medical care necessary 
to return them to work as soon as possible. 

Temporary disability insurance can perhaps be estab- 
lished along lines analogous to unemployment compensa- 
tion; permanent disability (invalidity) insurance may be 
developed through the system of old-age insurance. 


COSTS OF THE PROPOSED PROGRAM 


The maximum annual cost to federal, state and local 
governments of Recommendations I, II] and III (with 
duplications eliminated) is estimated at about $850,000,000. 
This figure is the estimated total annual cost at the full 
level of operation within a ten-year period, and is present- 
ed primarily as a gauge of need. 

The estimated total includes (1) $705,000,000 — the ad- 
ditional annual expenditures for certain general health 
services to the entire population and for medical services 
to limited groups of the population, — the public-assistance 
and otherwise medically needy groups,— which should be 
reached within a ten-year period, and (2) $145,000,000 
—the approximate average annual cost of hospital con- 
struction and special grants-in-aid in the ten-year program 
proposed under Recommendation II. It is suggested that 
the federal share of this amount would be approximately 
one-half. 

Recommendation IV is presented primarily as a more 
economical and effective method of making current expen- 
ditures for medical care, though it also makes provision for 
the medical care of persons who are not now receiving 
even essential services. An adequate general program of 
medical care is proposed in the form of alternative arrange- 
ments which may cost up to a maximum of $20 per person 
a year, that is, no more than is already being spent through 
private purchase of medical care. Annual aid from gov- 
ernment funds would be necessary to provide services for 
the care of the medically needy as proposed in Recommen- 
dation III and for the parts of Recommendation I which 
are included in the broad program set forth in Recom- 
mendation IV. 

The committee calls attention to the fact that, in some 
important respects, the five recommendations present al- 
ternative choices. However, the committee is of the opin- 
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ion that Recommendations I and II should be given 
special emphasis and priority in any consideration of a na- 
tional health program more limited in scope than that 
which is outlined in the entire series of recommendations. 
The Technical Committee on Medical Care is firm in its 
conviction that, as progress is made toward the control of 
various diseases and conditions, as facilities and services 
commensurate with the high standards of American medi- 
cal practice are made more generally available, the com- 
ing decade, under a national health program, will sce a 
major reduction in needless loss of life and suffering — an 
increasing prospect of longer years of productive, self- 
supporting life in our population. 
Martua Chairman, 
CHILDREN’S BUREAU, 
I. S. Fark, 
SOCIAL SECURITY BOARD, 
JosepH W. Mountin, 
Georce Sr. J. Perrott, 
CuirForp E. Water, 
U. S. PUBLIC HEALTH SERVICE. 


CONNECTICUT NEWS 
ANNUAL MEETING oF STATE Mepicat Society 


The one hundred and forty sixth annual meeting of 
the Connecticut State Medical Society was held at Hotel 
Griswold, Eastern Point, Groton, on June 1 and 2. The 
House of Delegates met in New Haven on May 25 and 
transacted most of the official business at that time. 

Special features were a clam bake, a visit to the Sub- 
marine Base, fishing in Long Island Sound, and the 
President’s Luncheon. At the closing banquet State Wel- 
fare Commissioner Frederic C. Walcott, former senator 
from Connecticut, was the guest speaker. He spoke at 
length on the present Social Security Act, describing it as 
unworkable even though the federal Social Security Board 
is doing a good job. 

Officers elected for 1938-1939 were as follows: 
President — Hugh B. Campbell, Norwich. 
President-elect — Joseph I. Linde, New Haven. 

First vice-president — James McGaughey, Wallingford. 

Second vice-president — Karl T. Phillips, Putnam. 

Executive secretary — Creighton Barker, New Haven. 

Legislative secretary — Creighton Barker, New Haven. 

Secretary on scientific work and editor of the Journal 
— Stanley B. Weld, Hartford. 

Treasurer — James R. Miller, Hartford. 

Thomas P. Murdock, Meriden, succeeds Henry Swain, 
New Haven, as councilor from New Haven County and 
Charles H. Turkington, Litchfield, succeeds Harry B. 
Hanchett, Torrington, as councilor from Litchfield County. 


Joint MEETING oF HEALTH OrFicers AND CONNECTICUT 
Pustic HEALTH AssociATION 

A joint meeting of the health officers throughout the 
State and the Connecticut Public Health Association was 
held in Bridgeport, May 25, at the call of the State Com- 
missioner of Health. Guest speakers from Westchester 
County, New York, and from New York City partici- 
pated in the program. A round table discussion on scarlet- 
fever immunization was held. 


A History oF WoMEN IN MEpIcINE WRITTEN 
BY A CONNECTICUT PHYSICIAN 
Dr. Kate Campbell-Mead, of Haddam, has completed 
and published the first volume of A History of Women in 
Medicine, covering the period from the earliest times to the 
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beginning of the nineteenth century. This volume will be 
followed by another, now more than half written, accord- 
ing to the New York Times, bringing the history of 
women in medicine down from 1800 to the present day. 


ANNUAL City HEALTH CONSERVATION CONTEST 

In the 1937 City Health Conservation Contest conducted 
annually by the Chamber of Commerce of the United 
States in co-operation with the American Public Health 
Association, Hartford received the first award in Group 
III (100,000 to 250,000 population). Awards of merit in 
tuberculosis control and in syphilis control were given to 
both Hartford and New Haven. 


INTERPOR WATER-PIPING SURVEY 

Since March, 1937, a survey of interior water piping in 
buildings in Hartford has been carried on by the City 
Board of Health in co-operation with the State Depart- 
ment of Health. Water storage tanks, air conditioning 
units, refrigeration plants and other mechanical equip- 
ment are carefully inspected to disclose and eliminate 
cross connections and other possible sources of contami- 
nation. Up to May 1, 1938, 113 buildings had been in- 
spected and some interesting facts revealed. Over 25 per 
cent of these buildings had drinking water tanks, 10 of 
which were not adequately protected. Two uncovered 
drinking water tanks were found directly beneath sewer 
pipes. Several direct connections to sewers from water 
lines through refrigeration and air conditioning equip- 
ment were found. 


TUBERCULIN TESTING IN CONNECTICUT 

Tuberculin testing is being done rather widely in many 
communities in Connecticut. Several different methods are 
being used, including one or two intracutaneous injections 
with old tuberculin (O.T.), the patch test (Vollmer), and 
occasionally the intracutaneous test with purified protein 
Gerivative (P.P.D.). In order that results obtained in one 
community may be compared with those in another it is 
desirable to use the non-sensitizing standard tuberculin 
(P.P.D.), which is available throughout the State. This 
tuberculin test carries a standard procedure for its per- 
formance and interpretation and may administered 
without harm to the patient, even though clinical tuber- 
culosis be present. 


HEALTH OFFicer APPOINTMENTS 

In Windham County, George Lambert, M.D., has been 
appointed health officer of Killingly, Arthur D. Marsh, 
M.D., health officer of Scotland, and Joseph L. Roy, M.D., 
health officer of Thompson. 

In Fairfield County, Harold T. Oseau, M.D., has been 
appointed health officer of Stratford, and Francis Brewer, 
M.D., health officer of Brookfield. 

In Hartford County, .Wilfred J. Robinson, M.D., has 
been appointed health ofhcer of East Windsor. 

In New London County, J. H. McLaughlin, M.D., has 
been appointed health officer of Voluntown. 

In Tolland County, William Higgins, M.D., has been 
appointed health officer of Andover. 


DEaTHS 
BLACK —J. Eucenet Brack, M.D., 58, for many years. 
a prominent physician in Shelton, died in the New Haven 
Hospital on May 31 after a long illness. A native of 
Bridgeport, he was graduated from Yale University School 
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of Medicine. He was attending surgeon at the Griffin 
Hospital, Derby. 

He is survived by a daughter, his father, a brother and 
a sister. 


MENDILLO — Vincent F. MenpiLLo, M.D., 37, chair- 
man of the New Britain Board of Health, died suddenly 
May 20 of a cerebral hemorrhage. Born in New Haven, 
Dr. Mendillo graduated from Sheffield Scientific School of 
Yale University in 1921 and three years later received his 
medical degree from the Yale University School of Medi- 
cine. He interned at the New Britain General Hospital 
and entered practice there, quickly becoming recognized 
and respected for his marked abilities. Three years ago 
he was elected to fellowship in the American College of 
Surgeons. He was on the medical and surgical staffs at 
the local hospital, served on the Board of Health for ten 
years, and was a fellow of the American Medical Associa- 
tion and a member of the Hartford County Medical As- 
sociation and of the New Britain Medical Society, of which 
he was a former president. He was noted as a chess 
player, having made this his hobby. 

He is survived by his widow, a son and three sisters. 


PYLE — Francis W. Pyze, M.D., 64, a prominent Bridge- 
port physician for almost forty years, died at the Bridgeport 
Hospital on May 20 after an illness of several months. 
Dr. Pyle, a native of Bridgeport, lived there all his life. 
He received a degree in 1897 from Yale College and was 
graduated from Columbia University College of Physicians 
and Surgeons in 1902. He was a member of the University 
Club, the Brooklawn Country Club and the Fairfield Beach 
Club and president of the Bridgeport Medical Society in 
1924. 

He is survived by his widow, a brother, a daughter and 
two grandchildren. 


CORRESPONDENCE 


ROCKY MOUNTAIN SPOTTED FEVER 


To the Editor: This letter is written to call to the atten- 
tion of the physicians of this state the fact that another 
case of Rocky Mountain spotted fever has been discovered 
in Massachusetts. The patient is an eight-year-old child 
who has not been away from her native home in Dennis 
during the past year. The laboratory evidence accumu- 
lated to date makes the diagnosis practically certain. 

The only other cases of this disease, origin of which 
might have been in Massachusetts, were two reported from 
Rhode Island (Rhode Island Medical Journal, 20: 139-142, 
1937). Both cases were members of one family on vaca- 
tion in Brewster, Massachusetts. 

Ticks transmit Rocky Mountain spotted fever, and it is 
known that the dog tick, Dermacentor variabilis, is the 
principal vector of the eastern type of this disease. In this 
state it has been recognized for a number of years that 
ticks are most plentiful on the south side of Cape Cod 
and on the islands to the south (Martha’s Vineyard, Nan- 
tucket and Naushon); few, if any, are to be found north 
of Plymouth or inland beyond Middleborough and 
Taunton. 

Since the disease has been reported from almost every 
state in the Union, it is not surprising that it has finally 
appeared in Massachusetts. Surveys conducted in 1933 and 
1937 showed no infected ticks in the samples studied. 
There are now three known cases which may have had 
their origin in Massachusetts. These facts would indi- 
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cate that the percentage of infected ticks in Massachu- 
setts is probably quite small. 

It is our hope that this communication will make the 
physicians aware of the possibility of this disease in 
Massachusetts. Our laboratory is prepared to perform 
agglutination tests to aid in the diagnosis of suspected 
cases. 

Meanwhile the physician should be prepared to answer 
the many questions which will be put to him by patients 
who are planning vacations in tick-infested areas. With 
1easonable precautions, such as those suggested by Dr. 
F. C. Bishopp (New England Journal of Medicine, 
218: 983-984, 1938), there should be little danger of con- 
tracting the disease. Copies of a release on “The Control 
of the Dog Tick” are available for distribution by this 
department. 

No commercial prophylactic vaccine is as yet available. 
Its routine use would be highly questionable even if it 
were available, since the risk of infection is at present 
quite small. 

Henry D. Cuapwick, M.D., 
Commissioner of Public Health. 


State House, 
Boston. 


NATIONAL HEALTH CONFERENCE 


To the Editor: 1 have just returned from the National 
Health Conference in Washington where the Interdepart- 
mental Committee to Co-ordinate Health and Welfare 
Activities made its report. Whether or not one accepts 
the report and agrees to the recommendations of its Tech- 
nical Committee on Medical Care, the conference, com- 
posed of some two hundred men and women from many 
walks of life, will stand out as a sincere effort to crystalize 
for the country the need of a national health program. 
The care with which each state’s part in the program 
was safeguarded was stressed in all the papers presented. 
Not only was this made clear, but the need for co- 
operation by local governments and voluntary organiza- 
tions was apparent. 

There can be no doubt in the minds of physicians that 
there is a need for a national health program. One has 
now been given to us. We were not asked at the con- 
ference to approve this program specifically, but what we 
must do is to meet it with an open mind and a forward 
look. We must not say we will have nothing of it: the 
need has been shown to be too great. 

Representatives of labor, industry in many of its 
branches, farm and women’s organizations, all voiced the 
need of medical care in many communities and all plead- 
ed for a well-co-ordinated health program. 

It is a huge program and one that can be put into 
effect, if it is to be successful, but slowly, step by step, 
only as rapidly as resources, personnel and public opin- 
ion make it possible. 

Naturally there were differences of opinion expressed 
in the discussion of the program as presented. Dr. Irvin 
Abell’s carefully worded statement the morning of the 
second day of the conference, after Dr. Olin West's re- 
actionary remarks the day before, for the moment gave 
the conference hope that the American Medical Associa- 
tion saw the light. But this hope was quickly dashed 
after Dr. Morris Fishbein’s torrent of words. 

As one looks back at the conference and rereads the 
papers that were presented, it is clear that there is dire 
necessity for medical care in many parts of the country. 
To hear one representative after another of various organi- 
zations get up and plead for help is a challenge that must 
be met. It is my feeling that this movement is one that is 
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going forward. It is for the medical profession to stand 
together and to plan in such a way that whatever program 
is adopted will be put through in an orderly, co-ordinated 
manner, satisfactory not only to physicians but to the peo- 
ple whom they serve. 

The American Medical Association has not met the 
challenge that has really been before us for some years. 
The signers of the now famous “Principles and Proposals” 
are in my opinion the forward-thinking constructive 
group, and although not one of the signators, I am con- 
fident that, at the moment, the Government will seek 
advice more from this group than from the representatives 
of the American Medical Association. 

For those who are interested in the details of the Gov- 
ernment’s plan, I have left at the Boston Medical Library 
a set of the booklets distributed at the conference, 

Rosert L. M.D. 
330 Dartmouth Street, 
ton. 


REPORTS OF MEETINGS 


BOSTON SOCIETY OF PSYCHIATRY 
AND NEUROLOGY 


A meeting of the Boston Society of Psychiatry and 
Neurology was held on Thursday evening, May 19, at the 
Boston Medical Library. Dr. Tracy Putnam presided. The 
evening’s program consisted of the following four papers: 


INTRACRANIAL Aneurysms. C. A. McDonald, M.D., and 
Milton Korb. 


One thousand, one hundred and twenty five cases from 
the total literature on the subject were reviewed, and two 
new cases were presented. A comprehensive reference 
bibliography of all reported cases was demonstrated, with 
statistics dealing with the location of aneurysms, the 
presence or absence of pathologic changes in the vessel 
walls, the occurrence of rupture, and the age incidence. 

The paper was discussed by Dr. James B. Ayer and 
Dr. Charles Kubik. Dr. Ayer pointed out that the inter- 
est in basilar aneurysms as a cause of subarachnoid hemor- 
rhage is relatively recent. Earlier neuropathologists were 
more concerned with the problem of intracerebral aneu- 
rysms. Dr. Kubik discussed the etiology of basilar aneu- 
rysms, pointing out that although supposedly syphilitic 
cases are frequent in the literature most of these may be 
discounted. At one time an eneurysm of any vessel was 
regarded as luetic. The presence of arteriosclerosis is 
probably an incidental finding rather than a causative fac- 
tor, particularly in the older age groups. The best ex- 
planation for the aneurysms is that weak spots exist at 
the bifurcations of the vessels involved, due to an ab- 
sence of media which is probably congenital. This ab- 
sence of media was observed in several cases studied by 
Dr. Kubik. 


Tue Vascucar SysTEM OF THE HUMAN SPINAL Corp. 
T. H. Suh, M.D. 


By means of sections made following the injection of 
India ink into the vessels supplying the cord, the vascular 
anatomy was demonstrated microscopically. The results 
of this method showed a distribution of vessels which dif- 
fered greatly from the traditional picture which is pre- 
sented in most standard textbooks of anatomy. Instead 
of the abundant segmental arterial supply usually pic- 
tured, it was found that the cord depended on only six 
or eight anterior radical arteries and a similar number of 
posterior radical arteries. Within the cord itself, the 
smaller arteries were short and oblique in the cervical 
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region, and predominantly horizontal and transverse in 
the lumbar and thoracic cord. It was found that injection 
o. the anterior radical veins revealed only the larger order 
of veins within the cord, due presumably to the presence 
of valves in the veins of smaller order. 

The paper was discussed by Dr. Tracy Putnam, who 
mentioned the application of these anatomical findings as 
a basis for the myelitides which have been reported fol- 
lowing surgical section of posterior and anterior roots. The 
older descriptions of the vascular anatomy of the cord 
made it difficult to understand how the occlusion of a sin- 
gle artery could cause infarction, since an abundant seg- 
mental supply was supposed to be present. Dr. James 
Ayer cited a case in which the fourth, fifth, sixth and 
seventh dorsal posterior roots were sectioned for intract- 
able root pain and in which permanent transverse myeli- 
tis followed the operation. Dr. Houston Merritt empha- 
sized the potential dangers from extensive root sections, 
and also suggested that the findings of Dr. Suh might 
furnish an explanation for the transverse myelitis of 
syphilis. 


A Meruop oF MEasurinG Consciousness IN Petit-Mar 
Epiterpsy R. S. Schwab, M.D. 

The reaction time of patients with petit-mal epilepsy 
was measured during attacks by means of an apparatus 
which included simultaneous tracings of the encephalo- 
gram and the patients’ response to a light stimulus. In 
all cases the reaction time was prolonged during attacks, 
and in some patients the absence of reaction lasted 
throughout the attack. In most of the patients the only 
evidence that an attack was going on was the characteris- 
tic variation in the encephalographic tracings. 

Dr. William Lennox discussed the paper. He empha- 
sized the variation between different patients’ abilities to 
perform various activities during petit-mal attacks. Some 
are completely incapacitated, while others appear capable 
of almost normal activity. 


A Case oF Mucous Cotttis: Its psychiatric manifesta- 
tions. Morris Yorshis, M.D. 

A psychiatric life history of a patient with mucous colitis 
was presented, which illustrated the onset of the condi- 
tion after a period of emotional stress, with exacerbations 
of colitis during episodes of additional emotional difficulty. 


NEW ENGLAND PATHOLOGICAL SOCIETY 


The annual meeting of the New England Pathological 
Society was held Thursday evening, May 19, at the Uni- 
versity Club, Boston. After the dinner Dr. Robert A. 
Moore, assistant professor of pathology at Cornell Univer- 
sity Medical College, New York City, addressed the so- 
ciety on the subject, “Benign Enlargement of the Pros- 
tate.” 

The term “benign enlargement of the prostate” is pref- 
erable, in Dr. Moore’s opinion, because the true nature of 
the disease is yet unknown. Virchow thought it was a 
neoplasm, while the French workers considered it to be 
a compensatory hypertrophy. In recent years the search 
for its etiology has depended on endocrinological studies. 

Dr. Moore has made a thorough morphological investi- 
gation of 678 unselected cases of benign enlargement of 
the prostate, studied by the step-section method. The 
earliest lesions are found in three locations: (1) around 
the urethra, (2) about the prostatic ducts and (3) in the 
acini of the lateral lobes. Around the urethra small white 
nodules are formed, composed of proliferating stroma. In 
the smaller nodules smooth muscle predominates but, as 
the lesions increase in size, more and more connective tis- 
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sue is added. About the prostatic ducts in the middle 
and lateral lobes there is also a proliferation of stroma, 
mainly smooth muscle. In addition, there may be an ac- 
companying proliferation of duct epithelium. The third 
type of lesion is mainly an epithelial proliferation in- 
volving the acini of the lateral lobes and, to a lesser ex- 
tent, the middle lobe, together with the subcervical and 
subtrigonal glands. The glands are increased, and in 
them numerous papillae are formed, many of them with- 
out a connective-tissue core. In general, the primary pro- 
liferation in benign enlargement of the prostate involves 
the stroma; the surrounding glands are secondarily af- 
fected by pressure from the growing nodule, except for a 
few lesions beginning in the lateral lobes. Collections of 
lymphocytes are found but they possess a reticulum, like 
lymphoid tissue elsewhere. 

According to data from various sources, the follow- 
ing statements can be made concerning benign en- 
largement of the prostate: (1) the etiologic agent is a 
substance present during senility and_presenility — at 
autopsy the majority of instances of benign enlargement 
are found in the seventh, eighth and ninth decades of 
life; (2) the agent is active clinically during presenility, 
the highest clinical incidence being in the seventh decade; 
(3) the occurrence of the disease is not significantly af- 
fected by marital status, race or geographical distribution; 
(4) the agent acts on those parts of the prostate above the 
verumontanum, structures which are found in female 
hermaphrodites; (5) the agent has an irregular activity 
—in kenign enlargement the acinar epithelium varies 
greatly in height, the cells show incomplete excretion, and 
there are no corpora amylacea in the lumens of the acini; 
(6) the changes found in senile involution of the pros- 
tate are not lost but instead are augmented by those of 
benign enlargement. 

Dr. Moore described an interesting experimental meth- 
od of observing the effect of sex hormones on the pros- 
tate. Transplants of prostate and seminal vesicle were 
placed into the anterior chambers of rabbits’ eyes and daily 
photographs of them taken. Substances brought to the 
transplants by the blood stream produced a daily variation 
in their size, which disappeared, however, when the ani- 
mal was castrated. Injection of Antuitrin S caused the 
transplants to increase in size. Injection of testosterone 
into noncastrated rabbits produced no effect on the trans- 
plants. Injection of an estrogen, estradiol benzoate, 
caused a marked increase in size and an increased vascu- 
larity of the transplants, regardless of the presence or ab- 
sence of the testes. Very small daily amounts of estradiol 
benzoate were effective, however, in castrated rabbits. 
There is evidence to indicate that the estrogenic effect on 
the transplants is inhibited by an androgen. Moreover, 
in 28 reported cases of eunuchs, eunuchoids and pituitary 
infantilism in which the patients were over 40 years of 
age and in which the prostate was examined no instances 
of benign enlargement were found. The conclusion to 
be drawn, therefore, is that benign enlargement of the 
prostate is a hormonal disease of presenility and senility, 
directly related to some activity of the testes and result- 
ing from an altered differential activity between androgen 
and estrogen. 

In answer to questions, Dr. Moore stated that the in- 
crease in size of the transplants was not caused solely by 
increased vascularity but that there was a concomitant 
hyperplasia of stroma and epithelium. He has not found 
benign enlargement of the prostate occurring with gyne- 
comastia. Antuitrin § had no effect on the ocular trans- 
plants in castrated rabbits. The small red areas of infarc- 
tion in enlarged prostates result from autochthonous throm- 
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bosis in the veins of metaplastic areas. A search of the 
literature discloses that, in those cases of teratoma testis in 
which the prostate gland was described, it was slightly 
atrophic. In 4 or 5 reported cases of chorionepithelioma 
of the testis associated with gynecomastia there was no 
enlargement of the prostate. Cystic dilatation of the acini 
is a part of the picture found in the prostate of the sixth 
decade and is not consistently associated with benign 
enlargement. 


NOTICES 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


The next written examination and review of case his- 
tories of Group B applicants will be held in various cities 
of the United States and Canada on Saturday, November 
5. The last date for applying is September 5. 

The next general examination for all candidates (Groups 
A and B) will be held in St. Louis, Missouri, in June, 
1939, immediately prior to the American Medical Associa- 
tion meeting. 

Application blanks and booklets of information may be 
obtained from Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh, Pennsylvania. Applications for these 
examinations must be filed in the secretary’s office not 
later than sixty days prior to the scheduled dates of exam- 
ination. 


CLINICS FOR CRIPPLED CHILDREN 
IN MASSACHUSETTS, UNDER THE PROVISIONS 
OF THE SOCIAL SECURITY ACT 


CLINIC Date OrTHOPEDIC CONSULTANT 
Salem August 1 Harold C. Bean 
Haverhill August 3 Arthur T. Legg 

Loweil August 5 Albert H. Brewster 
Gardner August 9 Mark H. Rogers 
Brockton August 11 George W. Van Gorder 
Pittsfield August 15 Francis A. Slowick 
Springfield August 17 Garry deN. Hough, Jr. 
Worcester August 19 John W. O’Meara 

Fall River August 22 Eugene A. McCarthy 
Hyannis August 23 ~— Paul L. Norton 


AMERICAN ASSOCIATION FOR THE STUDY 
OF GOITER 


The annual meeting of the American Association for 
the Study of Goiter will be held at the Hotel Mayflower, 
Washington, District of Columbia, September 12, 13 and 
14, in conjunction with the Third International Goiter 
Conference. 

The general subject for the first day is “Endemic 
Goiter”; for the second day, “Thyroid in Relation to 
Endocrinology and Metabolism”; for the third day, “Hy- 
perthyroidism.” The speakers include many physicians 
who are internationally famous because of their interest 
in the thyroid gland and its diseases. 

The scientific sessions are open to all members of the 
medical and allied professions who are in good standing. 
Dr. H. H. Kerr, George Washington School of Medicine, 
Washington, District of Columbia, is chairman of the 
Committee in Charge of Local Arrangements. 


SYMPOSIUM ON OCCUPATIONAL DISEASE 


The Second Annual Symposium on Occupational Dis- 
ease of the Department of Industrial Medicine of North- 
western University Medical School will be held on Septem- 
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ber 26 and 27 at Thorne Hall on the Chicago campus. 

The program will include papers on industrial-disease 
education, the scope of the occupational-disease research 
problem, traumatic neurosis, the health of the worker in 
the shop and at home, industrial plant surveys, industrial 
health and the practicing physician, and cardiovascular 
disease and peripheral vascular disease in the middle-aged 
group of industrial workers. 

At a final evening banquet session the subjects will be 
the responsibility of labor, industry and the community, 
and morbidity and mortality statistics. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, Avucust 


Tuespay, Aucust 2 

*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 

*10 a. m. South End Medical Club. Visit to the East Concord Street 
Health Unit, and the Sheltered Workshop of the Boston Tuberculosis 
Association, 35 Tyler Street. 

Fripay, Aucust 5 


*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


SaturDAy, Aucust 6 


*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Robert T. Monroe. 


*Open to the medical profession. 


Avucust 2 — South End Medical Club. Page 108, issue of July 21. 


SepremBer 12-14 — American Association for the Study of Goiter. Page 
545, issue of March 24, and notice elsewhere on this page. P 

September 12-15 American Congress of Physical Therapy. Page 946, 
issue of June 2. 

Sepremper 26 and 27 — Symposium on Occupational Disease. Notice 
elsewhere on this page. 

Ocroser 8 and November 15 — American Board of Ophthalmology. Page 


282, issue of February 10. 


Ocroper 17-21 — Clinical Congress of the American College of Surgeons, 
New York City. 


Ocroser 24-26 — Academy of Physical Medicine, Scientific Session. Wash- 
ington, D. C. 
November 5— American Board of Obstetrics and Gynecology. Notice 


elsewhere on this page. 


Marcu 27-31, 1939— American College of Physicians. 
of July 7. 


BOOKS RECEIVED FOR REVIEW 


Chronic Intestinal Toxemia and Its Treatment: With 
special reference to colonic therapy. James W. Wiltsie. 
268 pp. Baltimore: William Wood & Company, 1938. 
$3.00. 


Page 36, issue 


Celsus: De Medicina. With an English translation by 
W. G. Spencer. In 3 vols. Vol. 1—499 pp., Vol. 2 
292 pp., Vol. 3 — 457 pp. Cambridge: Harvard University 
Press, 1938. $2.50 each, bound in cloth; $3.50 each, bound 
in limp leather. 

In the Name of Common Sense: Worry and its control. 
Matthew N. Chappell. 192 pp. New York: The Mac- 
millan Company, 1938. $1.75, 

Tuberculosis Hospital and Sanatorium Directory. A 
directory of sanatoria, preventoria, and general hospitals 
having departments for tuberculosis patients. 168 pp. 
New York: National Tuberculosis Association, 1938. $1.00. 

Tuberculosis Clinic Manual: A report of the Commit- 
tee on Clinic Standards of the National Tuberculosis As- 
sociation, Herbert R. Edwards, Chairman. 57 pp. New 
York: National Tuberculosis Association, 1938, 

Sulfanilamide Therapy of Bacterial Infections: With 
special reference to diseases caused by hemolytic strepto- 
coccl, pneumococci, meningococci and gonococci. Ralph 
R. Mellon; Paul Gross and Frank B. Cooper. 398 pp. 
Springfield, Illinois, and Baltimore: Charles C Thomas, 
1938. $4.00. 
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Diseases of the Nose, Throat and Ear: Medical and 
surgical. William L. Ballenger and Howard C. Ballenger. 
Seventh edition, thoroughly revised. 1030 pp. Philadel- 
phia: Lea & Febiger, 1938. $11.00. 

Agostino Bassi in the History of Medical Thought: 
A. Bassi and L. Pasteur. Giovanni P. Arcieri. 30 pp. New 
York: The Vigo Press, 1938. 75c. 

Studies from the Rockefeller Institute for Medical Re- 
search: Reprints. Volume 107. 603 pp. New York: The 
Rockefeller Institute for Medical Research. $2.00. 


BOOK REVIEWS 


Civilization and Disease. C. P. Donnison. 222 pp. Bal- 
timore: William Wood & Company, 1938. $3.00. 


The author had a long service in the Colonial Medical 
Service of Great Britain, and his book is based on these 
experiences. Although certain diseases such as diabetes, 
anemia, hypertension and infectious diseases are consid- 
ered, the principal part of the work deals with the func- 
tional diseases of the nervous system as they are influenced 
by civilization. On the whole, the author believes that 
the human race is slowly conforming to a psychological 
adaptation to civilization, which is not achieved with 
great ease. In individuals who fail to conform, disease is 
often the result. The book is a thoughtful study of the 
relation between civilization and disease and a welcome 
addition to the comparatively small literature on this im- 
portant subject. As is pointed out in the preface by Sir 
Walter Langdon-Brown, the book illustrates “how far 
medicine has moved from the standpoint of morbid 
anatomy toward that of social hygiene.” 


Synopsis of Obstetrics and Gynecology. Aleck W. Bourne. 
Seventh edition. 452 pp. Baltimore: William Wood 
& Company, 1937. $4.00. 


This second edition is a compact handling of a large 
field and should prove an easy source of review for the 
third- or fourth-year student, as well as providing the 
general practitioner without expert obstetrical training a 
1eady reference for unusual problems. It states in brief, 
concise language what to do for almost any complication 
in the two fields. The gravest omission is the utter disre- 
gard for that increasingly prevalent disease, endometriosis: 
a scant paragraph or two fail to present any of the mod- 
ern ideas as to frequency, symptoms and treatment. The 
handling of the endocrins in relation to obstetrics and 
gynecology is vague and incomplete. Therapy in general 
is old-fashioned, and many of the treatments suggested 
have been discarded in this country. Of course, therapy 
is bound to be different in England, but most of the 
doses do not correspond with those of today’s therapy 
and such drugs as silver picrate, Devegan, stovarsol and 
sulfanilamide are not mentioned. The lengthy detail on 
radium is out of place; none but radiologist or expert 
gynecologist should trifle with this potent, dangerous, and 
yet valuable, mode of treatment. 

While the book is of value to the general practitioner 
it fails to caution him when to turn his problems over to 
the specialist, who would find little use for this volume. 


Internships and Residencies in New York City, 1934-1937: 
Their place in medical education. Report by the New 
York Committee on the Study of Hospital Internships 
and Residencies. 492 pp. New York: The Common- 
wealth Fund, 1938. $2.50. 

This is a valuable study of the available hospital intern- 


ships and residencies in New York, carried out by a com- 
mittee organized by the Commonwealth Fund. Details 
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are given of all the important hospitals, and actual reports 
by physicians who have held positions in these hospitals 
discuss the opportunities and the value of their work. 
There is an excellent bibliography, but the most important 
part of the work, outside of the statistics, is to be found in 
the summary. In general it is believed by the committee 
that both internships and residencies are essential steps in 
medical education and at the same time that they serve 
a useful purpose in supplying physicians to charitable hos- 
pitals at a low rate of cost. 


Medical Writing: The technic and the art. Morris Fish- 
bein, with the assistance of Jewel F. Whelan. 212 pp. 
Chicago: Press of the American Medical Association, 
1938. $1.50. 


A number of years ago, the American Medical Asso- 
ciation issued a small pamphlet entitled Suggestions for 
Medical Authors. This was used as a standard by the 
press of the American Medical Association for many 
years. Following this, a book was written by Dr. George 
H. Simmons, former editor of the Journal of the Ameri- 
can Medical Association, entitled Art and Practice of Medi- 
cal Writing. Now the present editor has revised this book 
and added much new material. Written in a scholarly 
but sprightly style, there is a tremendous amount of in- 
formation contained in this small publication which 
should be useful to every physician preparing a medical 
paper and to all editors of medical journals. There is 
nothing but praise for the excellent chapters on “Style,” 
“Subject and Material,” “Construction of Manuscript,” 
“Words and Phrases,” “Spelling,” “Bibliographic Materi- 
al,” “Illustrations” and “Revision.” 

A high standard is set and perhaps the only criticism 
would be that certain authors might not like to adopt all 
the detailed rules. Nevertheless, some standard has to be 
set, particularly in a journal publishing so many papers 
from such diverse sources as the Journal of the American 
Medical Association. Although one may not agree en- 
tirely with the rules set up by the editor of this journal 
in regard to bibliographic style and spelling, the reason 
for so doing is clear and the editor should not be criti- 
cized on this basis. The style adopted is sound, but it does 
not necessarily mean that other journals must follow the 
example set by the present editor. 


A Manual of Operating Room Procedures. Almira W. 
Hope and Lucile M. Halverson. 239 pp. Minneapolis: 
The University of Minnesota Press, 1938. $2.00. 


Attractively bound with an eye toward economy, this 
volume gathers between two covers all the necessary data 
on operating-room technic, specialized and general, for 
use in a small general hospital or for teaching purposes. 
Strictly a book for the operating supervisor, or the man 
who owns and operates his own hospital, it covers every 
conceivable type of surgical procedure and wisely leaves 
blank pages for one’s own notes, The chapter on drap- 
ing is one all interns might profit by perusing, as there 
seems to be no standardized procedure, except as certain 
individuals have developed it personally. 

This volume should be studied at leisure, and the pro- 
cedures worked out as a drill before putting them to test. 
It is too bad the section on tracheotomy does not suggest 
that it may sometimes be an emergency, and list for 
equipment the knife, tube, bent hairpin and sponges we 
have all had occasion to use. It might well be mentioned 
under the chapter on general surgery, as other than nose 
and throat cases demand it on occasion. 


‘ 


